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Abstract 
This project describes the development. implementation and evaluation of a new 
psychological intervention for impro\ing psychological adjustment and enhancing adaptive 
coping following spinal cord injury. The Coping Effectiveness Training programme 
developed is a group-based snen session long intervention. It is grounded on the cognitive 
theory of stress and coping de\eloped by Lazarus and Folkman (198-+) and represents an 
original adaptation of the theory to the needs of this client group. The intenention was 
successfully implemented as part of the rehabilitation programme of a national spinal injury 
centre. Proacti\e strategies were necessar) to establish the e~sential good collaboration with 
other rehabilitation staff and ensure good patient participation in the groups. 
A nOIl-ranclomi"l'u controlled trial \\ as used to e\aluate the intenention. uSIng 
nineteen participants from three Coping Effecti\eJless Training groups and nineteen carefully 
matched controls selected frolll the database of a pre\'ious stud~ (Kennedy. 1995). 
Participants who altended the groups sho\\ ed significantly greater reductions in levels of 
depression and anxiet~ compared to matched controls immediatel) after the inter\'ention and 
at six v.eeks follo\\-up. indicating that the intervention had facilitated a significant 
improvement in participants' psychological adjustment to spinal cord injury. A trend towards 
a significant improvement in participants' self-concept was also found over the observation 
period. Howe\'er. there was no evidence of significant changes in the coping strategies used 
hy participants who attended the groups compared to matched controls. with the exception of 
the 'Acceptance' coping strate g) . Most participants said the groups had been helpful in 
making the consequences of the injury more manageable, with the interaction with other 
group participants being highlighted as the most beneficial aspect of the intervention. It is 
proposed that the improvements made in psychological adjustment can be understood in 
terms of changes in participants' beliefs about the implications of spinal cord injury and about 
the copino skills needed to be able to continue li\ino meaninoful and satisfY'ing lives. e- e- e-
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Section 1 
Overview 
1 Overview 
Spinal cord injury (SCI) represents a serious challenge to a person's weH-being on a 
number of different levels. It imposes physical and practical restrictions which may demand 
important modifications in a person's activities, it can result in significant changes in a 
person's social relationships. not least because of the social stigma associated with physical 
disability, and is likely to require a radical revision of the person's self-image (Ray & West, 
19~). It is therefore possibly not surprising that individuals have an increased risk of 
developing psychological problems foHowing SCI (Craig, Hancock, Dickson, Martin & 
Chang. 1990) 
Although the use of psychological interventions aimed at helping adjustment to SCI 
seems to be fairly common in specialised rehabilitation centres (Craig et al.. 1990). there are 
few detailed reports in the literature of the content of such interventions or of the theoretical 
background on which they are based. There is also a striking paucity of empirical evaluations 
of the efficacy of any such interventions, and the need for such work has been highlighted in 
a number of recent reviews (e.g. Trieschmann. 1988). 
This project therefore had the foHowing three aims: 
Aim I : To develop a group-based intervention for improving psychological adjustment to 
spinal cord injury and enhancing adaptive coping in recently injured patients. 
Aim 2: To detennine whether it is possible to implement this intervention for people with 
spinal cord injury as a standard component of a hospital rehabilitation programme. 
Aim 3: To evaluate the efficacy of this intervention for improving psychological adjustment. 
increasing adaptive coping and reducing maladaptive coping in people with spinal cord 
ITIJury. 
Part I of this project describes the development of the group-based intervention. It 
represents an original adaptation of Lazarus and Folkman's (1984) cognitive theory of stress 
and coping to this client group. Section 2 initially offers a brief overview of the physical 
effects of SCI and the typical process of rehabilitation. The psychological effects of SCI, and 
the factors affecting long-term adjustment to the injury are then reviewed, and recent research 
exploring the range of coping strategies employed by SCI patients, and their relation to 
psychological impact, is also described. Section 3 begins by describing previous 
psychological interventions for SCI patients. and the surprising absence in the literature of 
theoretically grounded and empirically evaluated interventions is highlighted. Lazarus and 
Folkman's (1984) cognitive theory of stress and coping is outlined. and its recent translation 
into a clinical intervention (Coping Effectiveness Training (CIT» for chronic stress, such as 
in AIDS sufferers (Folkman. Chesney. McKusick. Ironson. Johnson. & Coates. }991), is 
described. The process of adapting CET for the SCI client group is then outlined, and the 
contents of the therapy manual especiall~ prepared for this project as the intervention protocol 
are presented. 
Part II describes the implementation of the CET intervention as a component of the 
rehabilitation programme offeted at a hospital based national spinal injuries centre (NSICl. 
and the empirical evaluation of its effectiveness for improving psychological adjustment and 
enhancing adaptive coping in SCI patients. Section 4 introduces the key issues to be 
considered in implementing such an intervention with this client group, and defines the 
hypotheses which will be tested in the study. Section 5 describes the process of 
implementing the intervention and the strategies used to overcome expected difficulties, and 
the details of the method employed in the empirical evaluation. Section 6 describes the results 
of both implementation and evaluation. These are discussed in section 7, and some of the 
clinical and research implications outlined. Finally, Section 8 draws overalI conclusions. 
Part I: Development of a Coping Effectiveness Training 
group-based intervention for people with 
spinal cord injury 
Section 2 
Spinal Cord Injury 
2 Spinal Cord Injury 
2.1 The Injury 
2.1.1 Aetiology, incidence and prevalence 
A spinal cord injury (SCI> is one of the most devastating physical injuries a person 
may sustain. with significant physical and emotional implications, and requiring extensive 
adaptations in many areas of the person's life. Medical advances over the past 50 years have 
greatly increased the survival rate of people who sustain SCI. from a 90% death rate within 
the first year post-injury before WWII (Guttmann. 1973) to a current life expectancy of over 
30 years past the injury (DeVivo, Black, Richards, & Stover, 1991). This has allowed more 
attention to be focused on the complex physical. psychological and social issues surrounding 
the process of long-term adjustment to life with SCI. 
Traumatic SCI occurs when the spinal cord IS either compressed. stretched or 
lacerated. and is often associated with a fracture or dislocation of the vertebral column. Non-
traumatic injuries can be caused by tumours. infections and multiple sclerosis. As the spinal 
cord is the main conveyor of sensory. motor and autonomic neural information, SCI results 
in partial or complete loss of these functions below the level of the injury. 
Road traffic accidents are the single major cause of traumatic SCI in industrialised 
countries. accounting for approximately 50% of cases. Other principal causes include 
domestic and industrial accidents (25%) and sports activities (15%). Gunshot or stab wounds 
account for 5% of injuries in the UK. but up to 15% of cases in the USA (Creek, Moore. 
Oliver, Silver & Zarb, 1989: Stover. DeLisa & Whiteneck, 1995). 
There are approximately 40,000 people with SCI in the UK. with between 10 to 15 
yearly new cases per million population (Frankel, 1983). In the USA there is an estimated 
200,000 people with SCI and an annual incidence of approximately 30 (Stover et al. 1995). 
Most injuries are sustained by young males, with the male to female ratio being 4: I, and over 
65% of injuries occurring before the age of 30 (Stover et a1.. 1995). 
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2.1.2 Physical consequences of spinal cord injury 
The degree of neurological impact depends on the completeness of the injury. with 
complete injuries resulting in all sensory, motor, visceral and sexual functions being lost 
below the level of the injury. Spinal cord neurones do not regenerate. and neurological 
damage is therefore pennanent even in incomplete injuries. 
Figure 1.1 gives an indication of the extent of paralysis associated with different 
levels of injury. Approximately 50% of injuries are neck injuries and result in tetraplegia 
(Stover et aI., 1995). with loss of function in all four limbs as well as shoulders. diaphragm 
and thorax. Injuries above the 7th cervical segment usually preclude the possibility of 
independent living. Injuries in the thoracic. lumbar and sacral regions result in paraplegia. 
with loss of function in the lower trunk and leg muscles. Sensory losses nonnally occur in 
similar areas. and may include loss of touch. pressure, temperature and position awareness. 
Loss of control over bladder and bowel functions, as well as genital sexual sensation and 
responsivity. occurs in complete injuries above the sacral region. and perhaps contribute to 
some of the greatest difficulties experienced. Patients may experience numerous related 
medical complications due to pressure sores. involuntary and uncontrolled spasms, urinary 
tract problems. respiratory infections. blood pressure problems and chronic pain (Kennedy. 
1991 ). 
2.1.3 Rehabilitation 
The injured person is usually transferred to a specialist SCI centre as soon as possible 
after the injury or onset of the disorder. and immediately commences an initial phase of 
treatment which is aimed at stabilising the spine and preventing secondary medical 
complications and may include up to three months postural reduction (bed rest). Once this 
has been achieved an active process of rehabilitation can begin, and on average will require a 
total length of hospitalisation of between four to six months for paraplegics and six to twelve 
months for tetraplegics. The goal of rehabilitation is to help the person acquire the skills 
necessary to achieve the maximum functional independence possible and be able to meet all 
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Figure 1.1: Level of injury and extent of paralysis 
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new needs, with the overall aim of facilitating the development of a satisfying and productive 
life-style after discharge (Kennedy. 1997). 
This will involve learning skin, bladder and bowel management, and wheelchair and 
functional independence skills. The wider psycho-social implications of the SCI must alsu be 
considered, and a multidisciplinary team is usually involved in helping the injured person and 
their family address new social and vocational needs. There is also an increasing recognition 
of the importance of supporting the psychological adjustment to SCI during rehabilitation. 
The role of a clinical psychologist in the team in seen as central in helping reduce the 
psychological disruption caused by the injury (Kennedy, in press; Crewe & Krause, 1987), 
though the intensely medical environment within which rehabilitation usually takes place can 
pose some challenges to this (Craig & Hancock, 1994). Consumer surveys do suggest that 
people with SCI would value an increase in the psychological services available to them 
(Pelletier, Rogers & Thurer. 1985). 
2.2 Psychological consequences of spinal cord injury 
2.2.1 Earl)' pSJchological impact 
Not surprisingly, the dramatic physical consequences of SCI. together with the far-
reaching personal and social implications, can result in considerable psychological impact. 
Typical emotional reactions to the injury involve initial shock and denial, as well as increased 
levels of emotional distress manifested in anxiety, low mood and hopelessness (Kennedy, 
1991). Much of the literature conceives this psychological impact in terms of "nonnal 
reactions to an abnonnal situation" (Trieschmann, 1988), but it is now generally 
acknowledged that negative emotional reactions are neither universal or necessary for 
successful rehabilitation (Kennedy, 1997). Nonetheless, there is sufficient empirical evidence 
to suggest that an increased risk of developing psychological problems does ex.ist in this 
population (Craig et aI., 1990; Kennedy. 1995). 
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Depression has been the most widely investigated measure of psychological impact. 
with the early literature primarily based on clinical impressions suggesting that. given the 
extent of the losses experienced. depression should at some point be experienced by all SCI 
patients (Siller. 1969). More recent controlled empirical research has challenged this view 
and shown that. although lowered mood may be readily observed in many SCI patients. in 
most cases this is transient and can be understood as a normal grief reaction to the SCI rather 
than an indication of a depressive disorder (Frank. Umlauf, Wonderlich. Askanazi, 
Buckelew & Elliott. 1987: Judd. Stone. Webber. Brown & Burrows. 1989). 
However. a small but significant minority of patients do become clinically depressed. 
Carefully controlled studies using clinical diagnostic interviews and standardised measures 
ha\'e indicated that between 259C and 38% of patients are clinically depressed during their 
initial rehabilitation stay in hospital (Fullerton. Harvey. Klein & Howell. 1981: Frank. 
Kashani. Wonderlich. Lising & Visot. 1985: Judd et aJ.. 1989). This was found to be 
approximately fi\e times the prevalence reported in the general population using the same 
criteria (Weissman. Myers & Harding. 1978). and significantly higher than found in matched 
able-bodied controls (Hancock. Craig. Dickson. Chang & Martin. 1993). Clinical 
impressians suggest that the presence of negative catastrophic thinking patterns related to the 
perceived long term consequences of the losses incurred are often associated with depressed 
mood in people with SCI (Kennedy 1991: Craig. Hancock & Dickson. 1994). 
Feelings of hopelessness can also be marked in patients with SCI and may be 
associated with beliefs that life with SCI can no longer be meaningful or satisfying (Judd & 
Brown. 1992). For instance, Kennedy. Lowe. Grey & Short (1995) found raised levels of 
hopelessness comparable to that in other clinical populations, and Pinkerton & Griffin (1983) 
found that SO';( of their sample of SCI patients descri bed having suicidal thoughts. 
High levels of anxiety have also been reported in SCI patients (Bracken, Shepherd & 
Webb. 1981: Cook. 1979). In a recent well controlled study, Hancock et aJ. (1993) found 
that 25% of their sample of recently injured patients had anxiety scores above the clinical cut-
off on a well validated measure. and this was significantly higher than the 5% found in a 
matched sample of able-bodied subjects. Kennedy ( 1995) similarly found 24% of his sample 
of SCI patients experienced anxiety above the clinical cut off one year after the injury. 
Clinical impressions suggest that anxiety can be associated with the lack of predictability and 
control often experienced by SCI patients, and a perceived inadequacy at being able to cope 
with the future consequences of the injury (Kennedy, 1991). 
The SCI can be an important assault on the patient's identity. with aspects of the pre-
injury self-concept becoming less personally relevant after the injury (Trieschmann, 1988). 
The process of learning to cope with disability will involve changes in self-concept and some 
authors have examined the way in which this can initially result in lowered self-esteem 
(Gagnon. 1990: Van Den Bout. Van Son-Schoones, Schipper & Groffen 1988). For 
instance, Craig et al. (1994) found significantly lower levels of self-esteem in a sample of 
SCI patients one year after the injury compared to matched able-bodied controls. 
2.2.2 Longitudinal development of the psychological impact of spinal cord 
injur~' 
Early literature based on clinical impressions suggested that the passage of time was a 
critical factor in relieving psychological distress and securing a healthy adjustment to 
disability (e.g. Kerr & Thomson. 1972). More recent empirical research has questioned the 
validity of this assumption for all SCI patients. Craig et aJ. (1994) followed a sample of SCI 
patients through the first 2 years after their injury and found no significant improvement in 
levels of depression or anxiety over the period, with SCI patients remaining significantly 
more depressed and anxious than matched able-bodied controls two years after the injury. 
Hancock, Craig. Tennant & Chang (1993b) similarly found that measures of self-esteem had 
not improved significantly over the first two years post-injury, and remained significantly 
worse than for a matched able-bodied control group. Kennedy et al. (1995) compared two 
matched groups of SCI patients, six weeks after injury and four to seven years after injury. 
No significant differences between the groups were found in measures of depression, anxiety 
or hopelessness, with a small but significant proportion of patients showing clinical levels of 
psychological distress in both groups. 
Kennedy (1995) has recently completed a carefully controlled longitudinal study of 
psychological impact and coping in people with SCI. Measures of depression and anxiety, as 
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well as of the range of coping strategies employed, were collected from a cohort of 'irI 
patients with traumatic SCI every six weeks whilst in hospital and for up to two years post 
discharge. No significant differences were found across time over the entire observational 
period in either depression or anxiety scores. The proportion of subjects with depression and 
anxiety scores above clinical cut-offs also remained stable, with the prevalence of clinical 
depression lying between 26% and 34o/c. and clinical anxiety between 17% and 28o/c. 
This literature therefore suggests that the level of psychological distress experienced 
does not always decrease during the first two years after the injury. and it is a simplification 
to expect that time will necessarily lead to a reduced prevalence of psychological problems. 
The assumption that 'time will heal' may be ignoring the complex processes involved in 
adjusting to SCI and the diversity of individual responses to this major life event 
(Trieschmann. 1988). 
2.2.3 Long-term adjustment to spinal cord injury 
Trieschmann (1988) has described long-term adjustment to SCI as a life-long process 
of learning to live with a disability, with no well defined end poiIlt or final goal. It will 
involve widespread changes in the person's physical and emotional relationship with 
themselves and with their physical and social environment, and will require significant 
adaptations in self-care, domestic arrangements. inter-personal roles and responsibilities, 
wider social interactions, and in vocational and occupational areas of their life. Recent 
empirical research into the quality of long-term adjustment has nonetheless indicated that in 
general people with SCI do not experience psychological disruption as a long-term 
consequence of the injury, with high levels of satisfaction being found in personal. social and 
vocational aspects of life (Crewe & Krause, 1990; Schulz & Decker, 1985; Mayer & 
Eisenberg, 1982). 
However, evidence from a range of psycho-social measures does indicate that a 
significant proportion of people with SCI do have long-term difficulties in adjusting to their 
disability. For instance, there are higher than expected suicide rates amongst people with SCI 
(DeVivo et aI., 1991), and evidence of frequent indirect self-destructive behaviour. such as 
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resulting from poor or neglected self-care (Macleod, 1988; Nehemkis & Groot, 1980). There 
are also reports of a long-term impact on intimate relationships, with substantially fewer 
marriages and more divorces than in the general population (DeVivo & Fine, 1985). Drug 
and alcohol abuse has also been found to be a significant problem in this population (Crewe 
& Krause, 1987). 
2.2.4 Factors influencing long-term adjustment to spinal cord injury 
A number of variables have been found to be associated with a good long-term 
adjustment to SCI. Several studies have shown that younger people adjust better than 
individuals who are older at the time of the SCI (Judd et aI., 1991: Woodrich & Patterson. 
1983), and males have been found to have a greater difficulty in adjusting than females 
(Woodrich & Patterson. 1983). 
A possibly surprising but consistent finding is that the level of the injury does not 
appear to be predictive of psychological adjustment to SCI (Woodrich & Patterson. 1983; 
Judd et aI., 1989; Kennedy et aJ.. 1995; Fullerton et al., 1981), though the degree of 
functional independence will be important in determining many aspects of the person's life 
outside hospital. 
Locus of control has also been shown to be associated with outcome after SCI. 
Individuals who have an internal locus of control and believe they have greater personal 
control over their lives and events in which they are involved have been found to adjust better 
to SCI than people with an external locus of control (Frank et al.. 1987; Frank & Elliott, 
1989). 
Social support is an important variable strongly associated with good long-term 
adjustment to SCI (Schulz & Decker, 1985~ Judd, Webc"r, Norman, & Burrow, 1991), with 
the quality of support being more important than the number of supports or the type of social 
relationship. In particular, it seems that relationships which reassure the individual of a sense 
of self-worth by recognising ability and competence are especially helpful in fostering 
adjustment to SCI (Elliott, Herrick, Patti, Witty, Godshall & Spruell, 1991 ). 
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Finally, a number of longitudinal studies report an association between psychological 
morbidity during hospitalisation. the quality of the rehabilitation achieved, and future 
adjustment to SCI. For instance, Malec & Neimeyer (1983) found that early measures of 
distress and depression predicted both the length of hospitalisation and quality of bladder and 
skin self-care skills at discharge and follow-up. Lawson (1978) and Dinardo (1971) found 
that levels of depression during hospitalisation were negatively correlated with a range of 
measures of post-discharge adjustment such as levels of employment and independent living. 
2.3 Coping with spinal cord injury 
Numerous articles in the early literature based on clinical impressions suggested that 
individuals typically experienced a sequence of 'normal' stages as they endeavoured to cope 
with SCI (Hohmann. 1975: Tucker, 1980). Although there was some disagreement amongst 
different authors. these theories generally postulated a progression through some variant of 
stages of shock. denial. depression and adaptation. The implication was that any individual 
who did not proceed through the prescribed stages was abnormal (Hammell. 1992). 
More recent empirical research has highlighted the enonnous variability which exists 
in the psychological reactions to SCI. and has clearly shown that no single stage theory can 
adequately account for the range of individual experiences (Trieschmann, 1980). For 
instance. as described above, only a minority of SCI patients become depressed and some do 
not experience grief or a process of mourning. Trieschmann (1988) has convincingly argued 
that the process of adjustment to SCI depends on the unique individual combination of a 
range of organic, psycho-social and environmental variables, which results in the wide 
diversity of reactions to SCI. In particular she suggests that a person's style of copiT'~ with 
stress and the range of coping strategies which they mobilise in response to the injury may be 
an important variable influencing the psychological consequences of SCI (Ray & West. 
1984). More research has therefore been recently focused in trying to understand the 
relationship between coping and psychological outcome in SCI. 
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A number of studies have found an association between the coping strategies used 
and the psychological impact of SCI. For instance, Reidy. Caplan & Shawaryn ( 1991 ) found 
that newly injured patients employed a wide range of coping strategies, with social support, 
positive re-appraisal and planful problem solving being the most frequently used. A strong 
correlation between levels of depression and the use of escape/avoidance strategies was 
discovered. and positive mood and reduced psychological distress was associated with the 
use of positive re-appraisal, seeking social support and planful problem solving strategies. 
Hanson & Tate (1994) similarly found that 59% of the variance in life satisfaction in a sample 
of people with SCI living in the community was accounted for by perceived coping success 
and by not using avoidant coping strategies. Kennedy et al. (1995) found that patients six 
weeks post-injury used similar coping strategies to patients four to seven years post-injury, 
with acceptance and positive re-interpretation being the most used and denial and behavioural 
disengagement the least used. Using a stepwise mUltiple regressions analysis they found that 
the coping strategies employed explained more of the variance in psychological impact scores 
than did other significant variables such as age, functional independence and social support. 
with behavioural disengagement and lack of acceptance being particularly strongly associated 
with levels of depression and anxiety. 
More recently. some research has suggested a predictive relationship between coping 
and psychological impact following SCI. For instance. as described in Section 1.2.2, 
Kennedy (1995) conducted a carefully controlled longitudinal examination of the relationship 
between the coping strategies used, as measured by the Carver, Scheier & Weintraub (1989) 
COPE questionnaire, and a number of psychological impact variables in a sample of 'irl SCI 
patients up to two years post-discharge. He found a striking stability over the entire 
observational period in the coping strategies used. Stepwise multiple regression analyses 
indicated strong predictive relationships between the type of coping strategies used and 
measures of depression and anxiety within each of the nine observational points, with the use 
of behavioural disengagement, lack of acceptance and alcohol and drug ideation accounting 
for large proportions of the variance at most observational points. The coping strategies used 
at six and at twelve weeks post-injury were also found to significantly predict substantial 
proportions of the variance in depression and anxiety at later observational points with, for 
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instance, 57% of the variance in anxiety one year post-discharge being accounted for by the 
use of focusing on and venting emotions, positive reinterpretation and restraint coping 
strategies at six weeks post-injury. 
On the basis of this information, as well as from comparisons between the 25% most 
and least distressed subjects in his sample, Kennedy (1995) concluded that in SCI patients 
adaptive coping is associated with the use of acceptance, active coping, positive 
reinterpretation and growth coping strategies, and concurrent under-utilisation of behavioural 
disengagement. mental disengagement, denial, focusing on and venting emotions, and 
alcohol/drug use ideation coping strategies. as measured by Carver et al.'s (1989) COPE 
questionnaire. 
2.4 SummarJ 
Although SCI patients often initially experience emotional distress. most individuals 
do not experience difficulties in adjusting psychologically to the injury. However. a 
significant proportion of SCI patients (between one quarter and one third (Kennedy, 1995) 
do show levels of depression and anxiety above clinical cut-offs. Levels of depression and 
anxiety in SCI patients, as well as the prevalence of psychological morbidity, has been found 
to be constant over the first two or three years post-injury. indicating that psychological 
adjustment to SCI does not necessarily improve with time. These problems have been found 
to affect the quality of rehabilitation achieved during hospitalisation, and are associated with 
poor long-term adjustment to SCI. The type of adaptive and maladaptive coping strategies 
employed by SCI patients have also been found to be constant over the first three years post-
injury, and some studies have indicated the existence of a predictive relationship between the 
coping strategies used and psychological adjustment to SCI. These results suggest that 
interventions aimed at improving psychological adjustment to SCI may be beneficial in many 
cases, and that the promotion of adaptive coping may be a useful target of such interventions. 
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Section 3 
Development of a psychological intervention for 
-people with spinal cord injury 
3 Development of a psychological intervention for 
people with spinal cord injury 
3.1 Previous psychological interventions for people 
with spinal cord injuries 
Many specialised spinal cord injury centres in countries with developed economies 
now have clinical psychologists offering clinical input as part of the standard rehabilitation 
programme (Kennedy, 1997), and there are numerous reports in the literature of the use and 
value of psychological interventions during the rehabilitation of patients with SCI (e.g. 
Brucker, 1983: Trieschmann, 1988). The focus of these interventions has ranged from 
maximising patient involvement in rehabilitation activities through active goal planning 
(Kennedy. Walker& White, 1991) to sexual counselling (e.g. Alexander. 1991). 
A number of studies ha\'e also reported interventions aimed at enhancing 
psychological adjustment to SCI. The advantages of group based interventions have been 
emphasised for this purpose. primarily because of the therapeutic potential derived from 
being supported by and learning from peers, but also because of their cost effectiveness 
(Eisenberg, 1984). There is however a surprising paucity of detailed descriptions in the 
literature of the specific approaches employed in such groups, or of theoretical models on 
which these interventions are based. Moreover, there is also is a striking absence of empirical 
evidence supporting the effectiveness of such psychological interventions. McAweeney 
(1996) recently reviewed the literature on psychological interventions for SCI patients over 
the past 20 years, and of 221 identified studies she found that only 16% had employed a 
repeated measures design, with only 1 % reporting treatment effect size. 
Cimpennan & Dunn (1974) described developing a series of semi-structured 
therapeutic groups used to facilitate discussion amongst SCI patients on a range of important 
topics such as depression, social isolation, future plans and independence. The groups were 
not formally evaluated, but the authors reported their clinical impressions indicating that the 
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groups constituted a productive and beneficial service to these patients. Eisenberg (1984) has 
also described successfully running a number of different therapeutic groups with SCI 
patients, including a patient-family group. These have been aimed at identifying and helping 
overcome obstacles which prevent patients from accessing and using their psychological 
skills and resources. 
Miller, Wolfe & Marvin (1975) described a well validated study of an eight session 
group-based intervention aimed at enhancing adjustment to SCI by disseminating important 
information regarding the medical effects of SCI and their management. and offering an 
opportunity for patients to discuss their experiences and feelings. Group participants showed 
significant increases in non-standardised measures of knowledge about SCI and in a measure 
of self-esteem compared to a control group of SCI patients who did not attend the sessions. 
The authors conclude that the groups provided an effective means of imparting important 
information to patients and this improved their adjustment to SCI. 
Craig, Hancock, Dickson & Chang ( 1997) have recently reported the implementation 
of a ten session group-based cognitive behavioural intervention aimed at alleviating 
symptoms of depression and anxiety with 28 SCI patients. The programme consisted of 
training in a range of standard cognitive behavioural skills. such as relaxation. activity 
scheduling and cognitive restructuring techniques. No significant differences between group 
participants and matched SCI patient controls were found either immediately after, or one 
year after, the intervention in standardised measures of depression, anxiety or self-esteem. 
However, group participants who initially reported levels of depression above a clinical cut-
off showed a significantly greater improvement in depression scores both immediately after 
and one year after the intervention compared to similar matched controls. 
This last study is a welcome controlled trial of a psychological intervention, and 
indicates that patients who experien"e high levels of depression during rehabilitation can 
benefit from a cognitive behavioural group intervention. However, inspection of the 
treatment manual used (Craig, Hancock, Martin & Dickson, 1990) suggests a number of 
important improvements: 
i) This intervention is focused primarily on alleviating symptoms of anxiety and depression. 
It does not address the wider range of adaptive or maladaptive coping strategies employed by 
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participants in dealing with the consequences of the SCI, or the relation between coping and 
psychological outcome. 
ii) The intervention consists in helping participants acquire a 'menu' of useful skills to deal 
with negative psychological reactions. Although the treatment is based on general cognitive 
behavioural principles, it is not grounded on an underlying coherent theoretical model which 
would provide a structure to the various strategies taught and allow a better understanding of 
the therapeutic effects achieved. The development of psychological interventions in health 
care settings which are not firmly grounded theoretically has been criticised by a number of 
authors for these reasons (e.g. Auerbach, ]989; Chesney & Folkman, ]994). 
3.2 Cognitive theory of stress and coping 
Lazarus and Folkman have developed an influential cognitive theory of stress and 
coping which has integrated the empirical findings on the range of cognitive. emotional and 
environmental variables which influence the coping process (Lazarus, ] 966; Lazarus & 
Folkman. 1984: Folkman & Lazarus. 1988). Within this model. stress is viewed as a 
transaction between the person and their environment which is personally significant and 
taxes or exceeds the person's coping resources. The impact of this transaction is mediated by 
two key processes: 
i) Cognitive appraisal. This is the process through which the individual evaluates the given 
person-environment relationship to establish its significance (primary appraisal). and 
assesses the options and resources available to change it (secondary appraisal). This will 
involve evaluating whether the current stressful situation represents an instance of loss, threat 
or challenge and the extent to which personal goals, commitments vr values are affected. It 
will also be necessary to determine which aspects of the person-environment transaction are 
amenable to change. Individual differences in appraisal will result from differences in a range 
of psychological. sociological, health and contextual variables. 
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ii) Coping. This refers to the cognitive and behavioural strategies employed by the person to 
manage the specific demands that are appraised as being taxing or exceeding of their 
resources. Within this modeL coping is conceived as the ongoing process of the person's 
thoughts and actions within a given specific context, and the importance of defining specific 
stressful situations is emphasised. General stressful situations are both complex and 
ambiguous, and make it difficult to identify exactly what the person is coping with and how 
this is being done. 
Coping has two major functions: a) managing or altering the problem that is causing 
distress (problem-focused coping). and b) regulating the emotional responses to the problem 
(emotion-focused coping). Although both forms of coping will often be employed 
simultaneously and can be mutually facilitative. problem-focused coping strategies (e.g. 
problem solving, goal-setting) will generally be relied upon more when situations are 
appraised as amenable to change. and emotion-focused coping strategies (e.g. relaxation. 
cognitive reframing) when external situations are appraised as not amenable to change. 
Effective coping results from both a realistic and accurate initial appraisal of the 
person-environment transaction. and a subsequent adequate choice and application of coping 
strategies (Folkman. 1984.). Thus. the person's appraisal of the person-environment 
transaction must approximate the reality of the specific stressful situation faced in order to 
avoid maladaptive coping arising either through misjudging the real demands of the situation 
faced or the resources and skills available to them. Similarly, coping strategies must be 
adequately matched to an accurate appraisal of changeability in the situation, with problem-
focused coping strategies aimed at aspects of the situation which can be changed, and 
emotion focused coping prioritised \I.·hen change is necessary in the person's emotional 
response to the situation. Failure to do this can result in further distress arising from failing to 
engage in trying to change situations which can be changed, or vice-versa. Effective coping 
also clearly depends on having the necessary resources and relevant skills to implement 
appropriate coping strategies, and in particular on the nature of the social context within 
which coping takes place (Gottlieb, 1988). Reappraisal of the person-environment 
relationship occurs continually as changes in either the environment or in the person occur. 
and coping processes must adapt accordingly (Figure 2.1). 
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Figure 2.1: Cognitive model of stress and coping (from Folkman et aI., 1991). 
3.3 Coping Effectiveness Training 
This cognitive theory of stress and coping has been recently translated into a well 
defined clirucal intervention to help people cope with chronic stress. Coping Effectiveness 
Training (CET) (Folkman, et a\., 1991: Chesney & Folkman, 199.+) is a group-based short 
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term intervention aimed at teaching a range of standard cognitive-behavioural stress 
management techniques together with a meta-strategy derived from the cognitive theory of 
stress to guide their application. 
CET is composed of five principal elements: 
i) Appraisal training. This involves initially teaching participants to use affective and 
behavioural cues to identify global stressors in their lives. The skills for breaking down these 
global stressors into specific stressful situations. and for then evaluating the extent to which 
such situations are changeable are de\eloped. 
ii) Coping training. A range of standard cognitive-behavioural approaches for both problem-
focused and emotion-focused coping are taught. including problem solving. social and 
communication skills. acti"ity scheduling. relaxation. and aspects of cognitive therapy. 
iii) Appraisal-coping fit. Flexibility in the coping strategies used is encouraged. and 
participants are taught how to match the choice of coping strategies used to the degree of 
changeabilit~ in the situation and in their emotional reactions to the situation. 
i,') Social support training. Participants are taught the skills to appraise their social support 
needs. and to match the type of social support sought to the specific demands of the stressor 
• and the resources of the support prO\ider. The importance of maintaining social support 
resollrces is emphasised. 
v) Developing self-efficacy and maintaining the intervention's effects. Participants are 
encouraged to develop their personal efficacy in coping by practising their skills in a range of 
different situations and by closely examining the circumstances in which they have been 
unsllccessful. 
CET has heen recently successfully applied in an eight sessIon group-based 
intervention for helping homosexual men cope with HIV infection (Folkman et aI., ]991). In 
a pilot study with 40 subjects. group participants showed a significantly greater improvement 
in measures of depression and positive mo~)6mpared to matched controls both immediately 
after the intervention and at six weeks follow-up (Chesney & Folkman, 1994). These 
improvements in mood were associated with changes in coping. with group participants 
showing a greater use of adaptive coping strategies such as planful problem solving and 
positive reappraisal. and a decreased use of maladaptiw coping strategies such as escape-
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avoidance and self-blame. Preliminary results from a larger randomised clinical trial show 
similar encouraging results (Chesney, Folkman & Chambers, in press). There are also plans 
to apply CEf to other populations with chronic stress, such as coronary heart disease patients 
(Chesney, 1993). 
3.4 Adapting Coping Effectiveness Training for 
people with spinal cord injuries 
The first aim of this project was: 
Aim 1: To de\'elop a group-based intenention for improving psychological 
adjustment to SCI and enhancing adaptil'e coping in recently injured patients. 
The CET model offers an attractiw structure within which to fonnulate such an 
intervention for a number of reasons: 
i) It is a group-based intervention finnl) grounded on a well validated cognitive theory of 
stress and coping. 
ii) It offers a flexible meta-strategy which emphasises both appraisal and coping processes 
for translating the major tenets of cognitive theory of stress and coping into action, as well as 
the more usual training in a 'menu' of standard cognitive behavioural coping skills. 
iii) There is some empirical evidence for its effectiveness within a population of HIY positive 
men. Some of the similarities between this and the SCI population (e.g. primarily young men 
facing chronic stress) suggests it could similarly be effective with this client group. 
The CEf programme described above was therefore adopted as the overall structure 
within which the group-based psychological intervention would be developed. This structure 
had to be adapted to the specific needs of the SCI client group and the characteristics of the 
stressors whi~h they typically face. A new programme of sessions was therefore constructed 
by developing their content in a way which retained the CET structure and principal 
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components but also incorporated other material which was clinically important in working 
with this client group. A range of other relevant sources of information were therefore 
studied and aspects of them incorporated into the new intervention: 
a) Standard cognitive behavioural stress management techniques such as problem solving 
(e.g. Meichenbaum, Henshaw, & Himel, 1982; Nezu, 1986), activity scheduling (e.g. Beck, 
Rush, Shaw & Emery. 1979) cognitive restructuring (e.g. Meichenbaum. 1985; D'Zurilla & 
Nezu, 1982), aspects of cognitive therapy (e.g. Hollon & Beck, 1989), social and 
communication skills (e.g. Lewinsohn & Hoberman, 1982), and assertiveness training 
(Dunn. Van Horn & Herman. 1981). 
b) Other v.'ell validated group-based interventions for chronic stress. In particular. Antoni, 
Baggett,Ironson. LaPerriere, August, Klimas, Schneiderman, & Retcher (1991) Cognitive 
Behavioural Stress Management group for HIV positive men was examined, and the 
importance given to developing skills to challenge negative assumptions, and the need to 
discuss common maladaptive coping strategies and their detrimental effects was seen to be 
relevant for the present intervention. Keefe's well validated Pain Coping Skills Training 
group therapy manual (1996. personal communication) was also studied. and the usefulness 
of having frequent review and summary slots throughout the intervention as an aid to 
learning was recognised from this. The emphasis given to developing good relaxation skills. 
which has been confirmed in reports of clinical work with SCI patients (Curcoll, 1992), was 
also seen to be relevant. The treatment manual (Craig et a1., 1989) for the recently evaluated 
cognitive-behavioural group for SCI patients (Craig et ai, 1997) was studied in detail. The 
discussions on the specific stressors arising from the SCI and some of the examples of 
typical negative assumptions about the consequences of the SCI were found to be instructive. 
However, their group did not aim to teach detailed appraisal skills or develop meta-strategies 
for applying a range of adaptive coping skills, and focused on the alleviation of symptoms of 
depression and anxiety. 
c) Unpublished clinical information available at the NSIC. In particular, a wealth of clinical 
knowledge and expertise was accessed through detailed discussions with the Consultant 
Clinical Psychologist working there, who has 12 years of clinical experience in this field, as 
20 
well as from patient infonnation leaflets available at the NSIC (e.g. "Coping with spinal cord 
injury". Kennedy. 1994). 
The CET intervention had to be constructed to meet the service requirements of the 
setting within which it would be implemented. and moulded to fit into the overall 
rehabilitation programme for SCI patients at the NSIC. An initial consultation process with 
all other key professional groups involved in the rehabilitation programme was therefore 
carried out to achieve a better understanding of these requirements. Detailed consideration 
also had to be given to some of the specific difficulties which have been frequently 
encountered by other workers in implementing psychological interventions with SCI patients 
(Craig & Hancock. 1994). These key issues are discussed further in sections 4 and 5. 
All this infonnation was initially collated and integrated by the researcher to produce a 
first draft of the therapy manual which would be used to conduct the intervention. and which 
was specifically developed for this project. This contained a detailed description of the 
structure and content of each session. This draft was inspected by the Consultant Clinical 
Psychologist at the NSIC. amended according~y. and a range of clinical examples and 
relevant exercises added to produce a second draft. A final draft which aimed at simplifying 
some of the language and content of the sessions was later completed by the researcher. 
Over-heads for didactic presentations and patient hand-outs were developed from the therapy 
manual. 
3.5 Content of the Coping Effectiveness Training 
for people with spinal cord injury therapy manual 
The CIT grouJrbased intervention developed consists of seven sessions, each lasting 
between 60 and 75 minutes, run over a four week period. All sessions include a mixture of 
didactic presentations of theoretical and skills-training material, exercises for raising 
awareness of key issues and for practising the skills being taught, and time allocated for open 
group discussions about important themes or significant issues raised by participants. The 
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focus is on current identifiable problems and on the psychological and social difficulties 
which might be faced after hospital discharge, imd many realistic examples drawn from 
previous NSIC patients' experiences are used to enrich the sessions. Much effort is put into 
facilitating active participation by all group members, and to limit the amount of didactic 
lecturing by the group conductor. Encouraging the development of participants' perceived 
self-control and confidence in dealing with the consequences of the SCI is a fundamental aim 
of the intervention, and every opportunity is used to reinforce this throughout the sessions. 
Homework exercises are suggested after each session which, given the difficulties which 
many participants have in writing, are focused on asking participants to note the occurrence at 
other times of some of the phenomena described in the sessions and to practice the skills 
developed in other settings. 
Session I introduces the topic of stress and stress reactions, and includes an 
examination of the ways in which the SCI is a source of stress. A brief overview of cognitive 
theory of stress and coping then allows an introduction to the key processes of appraisal and 
COpIng. 
Session 2 focuses on appraisal skills training, including disaggregating global 
stressors and assessing changeability in stressful situations. Coping is discussed in the 
context of alleviating distress either by changing external aspects of problem situations or 
changing our emotional reactions to these, and the match between appraisal and coping is 
considered. 
Session 3 aims to teach problem solving skills. A range of realistic social problem 
scenarios are used to develop these skills and to start exploring typical difficulties which 
might be faced at present and on leaving hospital. 
Session 4 begins with an examination of typical emotional reactions to SCI. and this 
allows a brief introduction to cognitive models of depression and anxiety. A debate on the 
type of pleasant activities which are possible with SCI is initiated, and activity scheduling 
skills are then developed. Auto-hypnotic relaxation is introduced to the group, and an audio-
tape especially developed for working with SCI patients (Kennedy, 1997, Autohypnosis 
Training Cassette) is issued to all participants. 
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Session 5 explores the range of possible negative assumptions about the 
consequences of SCI, and their effects on thinking and emotions. Typical negattve automatic 
thoughts are examined, and cognitive therapy skills for challenging negative thoughts and 
assumptions are taught. 
Session 6 emphasises the importance of flexible individualised coping, and a range of 
commonly used adaptive coping strategies are described. The importance of a continual 
reappraisal of current coping is highlighted as necessary for dealing with change. Key 
maladaptive coping strategies are described and their long-tenn detrimental effects discussed. 
Session 7 focuses on the importance of social support for good long-tenn adjustment 
to SCI. and includes an examination of what is required in choosing. obtaining and 
maintaining appropriate social support. Assertiveness skills are further developed in this 
context. 
A detailed description of the programme is given in the Treatment Manual, which is 
now being prepared for internal publication. The manual is not included here because of 
word limitations. but a detailed summary is given in Appendix C. 
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Part II: Implementation and evaluation of the Coping 
Effectiveness Training intervention for people 
with spinal cord injury 
Section 4 
Introduction 
4 Introduction 
4.1 Rationale for this study 
The review of the literature presented in section 2 indicates that. although the majority 
of people with SCI do not experience psychological problems as a result of the injury, 
approximately between a quarter and a third do exhibit clinical levels of depression and 
anxiety during rehabilitation. There is some evidence that such psychological difficulties can 
interfere with the effectiveness of the rehabilitation process and hamper long-term adjustment 
to SCI. Levels of depression and anxiety have been found to be stable over the first two to 
three years post-injury, suggesting that psychological adjustment to SCI does not necessarily 
improve with time. 
Similarly. although people with SCI have been found to employ a range of different 
coping strategies in managing the consequences of the injury. the type of coping strategies 
employed has been found to be stable over the first two to three years post-injury. A 
significant relationship has been found between the coping strategies used and current levels 
of depression and anxiety, as well as a predictive relationship between current coping and 
future levels of psychological problems. 
This suggests that it could be useful to implement interventions aimed at improving 
psychological adjustment to SCI as part of hospital rehabilitation. Enhancing the use of 
adaptive coping skills, and discouraging the use of maladaptive coping strategies, would 
seem to be a promising focus of such an intervention. 
Unfortunately, a review of the literature on psychological interventions for SCI 
indicates that. although a number of authors report the use and value of such interventions, 
especially group-based approaches, there are few detailed descriptions either of the content or 
the theoretical background of such psychological interventions. In particular there is a severe 
paucity of empirically evaluated interventions, with only one recent controlled study 
providing evidence of treatment effects (Craig et al. 1997). 
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4.2 Aims and hypotheses 
4.2.1 Development 
As described in section 3, the first aim of this project was therefore to develop a 
psychological intervention aimed at improving psychological adjustment to SCI and 
promoting adaptive coping. The group-based intervention which has been developed is 
grounded on cognitive theory of stress and coping. and is an original adaptation of CET to 
this client group. It consists of seven 60 to 75 minute long sessions run over a four week 
period (Appendix C). 
4.2.2 Implementation 
A number of authors have reported experiencing a range of serious difficulties in 
implementing group-based ps~chological interventions for people with SCI (Craig & 
Hancock. 1994: Roessler, Milgram & Ohlson. 1976; Cimperman & Dunn. 1974). These can 
be summarised as follows: 
a) Difficulties in engagement. Trieschmann (1988) has suggested that the SCI population 
predominantly consists of young action-oriented males who are typically more interested in 
dealing with things than in dv,;elling on thoughts and feelings. Participation in a 
psychological group which may include self-disclosure and group discussion may be 
perceived as threatening and regarded as incongruent with being self-reliant and in control. 
Similarly. denial or avoidance of the psychological consequences of SCI can make 
participation in a psychological group seem irrelevant, and this avoidance may be supported 
by the busy schedule of physical rehabilitation activities in hospital as well as patients' own 
initial beliefs that they will walk again. 
b) Poor attendance. Physical illness and routine medical interventions are frequent during 
hospital rehabilitation, and can contribute to erratic attendance to psychology groups. This 
can lead to difficulties in developing group cohesiveness and further undermine the credibility 
and effectiveness of these interventions. A number authors (e.g. Roessler et aI., 1976; 
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Cimpennan & Dunn, 1974) have reported elevated attrition rates as high as 60% to 80% in 
° such groups. 
c) Systemic issues. Given the physical and medical focus of most hospital rehabilitation, it 
can be difficult to obtain the co-operation of other professionals in supporting the 
implementation of a psychological intervention as this may be considered to be a low priority 
in patients' busy schedule of physical rehabilitation. This can lead to further poor attendance 
arising from schedule conflicts and an increasingly low priority given by patients to the 
groups. 
A second aim of this project was therefore: 
Aim 2: To determine whether it is possible to implement the Coping 
Effecthoeness Training intenoention for people with spinal cord injur~o as a 
standard component of a hospital rehabilitation programme. 
The extent to which this second aIm Was achieved would be evaluated \'la the 
followinf! questions: 
a) Was it possible to incorporate the seven sessIOn CET f(')r SCI group as a regular 
component of the busy rehabilitation schedule. and \\-hat was the optimal wa) of achieving 
this. 
b) Could the support and collaboration of other rehabilitation staff be gained through 
developing a clear and meaningful rationale for the value of the CET for SCI programme and 
by engaging with them in an ongoing process of communication and liaison. 
c) Was it possible to achieve satisfactory patient participation in such a programme. as 
measured by engagement. attendance and attrition rates. by actively confronting some of the 
difficulties described above. 
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4.2.3 Evaluation 
Given the paucity of-evidence in the literature on the effectiveness of psychological 
interventions for people with SCI. it was considered to be important to conduct a well 
controlled empirical evaluation of the CIT for SCI intervention developed here. The third aim 
of this project was therefore: 
Aim 3: To evaluate the efficacy of the Coping Effectiveness Training 
intervention for impro\'ing psychological adjustment, increasing adapth'e 
coping and reducing maladaptive coping in people with spinal cord injury. 
In particular. it was of interest to detennine whether this intervention represented an 
improvement over the standard rehabilitation treatment offered at the NSIC. Psychological 
adjustment to SCI would be assessed via measures of depression, anxiety and patients' seJf-
concept. Coping would be assessed via a measure of the coping strategies employed. The 
empirically determined analysis of what constitute adapti\c and maJadapti\e coping strategies 
in SCI patients, obtained by Kennedy (1995) using the COPE questionnaire (Carver et aI., 
1989) and discussed in section 2. would be used: 
a) Adaptive copmg strategies: i) Acceptance, ii) Active copmg, and iii) Positive 
reinterpretation and growth. 
b) Maladaptive coping strategies: i) Behavioural disengagement, ii) Mental disengagement, 
iii) DeniaL iv) Focusing on and venting emotions, and v) Alcohol/drug use ideation. 
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4.2.4 Hypotheses 
Five hypotheses can be specified in relation to the third aim described above: 
H~'pothesis 1: 
H J: There will he a significantly greater reJuction in mewures of Jepression in paniciparus 
who aTTenJ The CET for SCI inTervention than in matched control., receiving The standard 
rehahiliTaJion TreaTment. 
Hf): There will noT he a signUicantly greater reJuction in measure., (if depression in 
participant' wh(l aTTend the CETj(w SCI imen'enTi(ll1 thun in matched cOnTrol\ receiving the 
STandard rehahilitatiol1 treatmenT. 
H~·potht'sis 2: 
III: There will he a significanTly grt'aterreducIirm in me(J\ure\ of atHieTy in participants ~ .. 'ho 
(Jllend tht: CET pw SCI il11cl"I't'l7!i(l11 them in matched cOnTrol\ receirin.f!, the stwulard 
rehahilituJinn treat melli, 
II{): There It·ill nO! he a .\ign~fi('al1lly greatt:r reduction in measure.\ of amil.'l.\' in participw1!\ 
~..-I1O aITend the CET for SCI inten'olti(ln thull in marched C(lllfrol.\ recei\'ing the .\!wularJ 
rehahilitaJion treaTment, 
Hypothesis 3: 
H J: There will he a significant change in the ,\elf-concepT of parTicipanTS who aTTend The CET 
f(Jr SCI inTen'eminn, 
HO: There will noT he a significant change in The self-concepT of participants who aTTend The 
eET for SCI inTervention. 
(Measures of self-concept were not available for the control group and so a matched 
comparison was not possible,) 
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Hypothesis 4: 
H J: There will he a significantly greater increa5e in the use of adaptive ('opin!!, strate!!,ie.\ in 
participant.\"'ho aTtend the CETfor SCI inten'ention Than in matched conrrol., receil'ing The 
standard rehahiliTaIion treatment, 
HO: There will not he a significantly greaIer increa.\e in the use of adaptive copin!!, STraTegies 
in participanT\ who aTtend The CET fnr SCI inTervenrion than in matched conrrol.\ recei\'ing 
the standard rehahililaIion treatment, 
H~'pothesis :': 
H J: There will he a .\ign~ficantly !!,reater decrease in the use of I1zaladaptil'e ('opin!!, strategies 
il7 parTicipLlnT\ \\'110 aTTend The CET for SCI inten'ention than in l7latc/u:J Col1lro/, receil'ing 
the .\tandard rehahiliTaIion treatmeflT, 
HfJ: That: Il'ill noT he a,igni/hwlih" greaTer decrewe il7 The WI.' (It' malaJapTi\'e l'(lping 
sTraTegie\ il7 parTicipanT' who aTTend The (,ETfor SCI inren'enrion than in matched controls 
rl.'lei \ 'i Ill.: I he \wndard rel1£1hil ilUTil Jill relIT IIIl.'nl. 
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Section 5 
Method 
5 Method 
5.1 Implementation of the Coping Effectiveness 
Training groups 
5.1.1 Consulting and liaising with other rehabilitation staff 
The success of this project depended fundamentally on being able to obtain the 
support from the rehabilitation staff who were involved on an ongoing basis with patients. A 
thorough process of consultation and liaison with all relevant rehabilitation staff was 
therefore conducted at an early stage of the project. Individual meetings were held with the 
heads of Nursing. Physiotherapy and Occupational Therapy staff. with the Ward Managers 
of all six hospital wards and with the Information Officer. and group meetings held with all 
Physiotherapists and Occupational Therapists. The aims and potential short and long-term 
benefits of attending the eET groups \\ ere discussed. The groups were described as part of a 
research project. and their effectiveness would be empirically evaluated. A brief summary of 
the content of each session was offered. and emphasis given to the skill learning focus of the 
groups. Their views on what might be the best times to run the groups to avoid schedule 
conflicts were sought. and an agreement \\ as established whereby if they were given a list of 
participants before the beginning of the CET groups they would endeavour to avoid schedule 
conflicts by arranging alternative appointments with patients. This procured the prioritisation 
of the CET groups which was necessary to achieve a satisfactory participant attendance. 
5.1.2 Schedule for the Coping Effecth'eness Training groups 
It was decided that the CET group sessions would be held twice a week. It was 
thought this would enhance participant engagement by making the group a prominent aspect 
of their rehabilitation during a short four week period. and would reduce the number of 
patients who could not participate because of being discharged before their involvement in the 
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research programme was completed. The choice of time for the sessions was crucial to avoid 
not only frequent schedule conflicts. but also the most common visiting hours and periods of 
hospital leave. Tuesdays and Wednesdays at 4.15 p.m. were chosen as the best times. 
A sequence of three 7 session CET groups were run over a period of six months. 
These will be referred to as Group 1, Group 2 and Group 3. There was a gap of 
approximately two months between groups to ensure that enough patients could be recruited 
for each group. 
5.2 Ethical considerations 
A proposal was submitted to the local Research Ethics Committee in July \996, and 
ethical approval granted in August 1996 (Appendix A). 
The research was explained thoroughly to potential participants by both written 
infomlation and \'erball~ in person. and a number of opportunities were offered to ask 
questions before seeking consent. Consent forms were then completed before the initial 
assessment (Appendix B l. The option of attending a CET group but not participating in the 
research was offered to all potential participants. 
Participants were assessed individually and in private. and confidentiality was 
ensured for all the information given. In the event that a participant became distressed during 
the assessment, they would be offered an opportunity to take a break or to continue at another 
time. Contact would be made with other professionals involved in their care if necessary. It 
was also made clear that they could withdraw their consent to participate in the research. or 
indeed stop attending the CIT group. at any time. 
5.3 Design 
A non-randomised controlled trial was used to evaluate the CET for SCI intervention. 
Participants who attended the CET groups were compared on a range of outcome measures to 
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a matched control group who had only received the standard rehabilitation treatment available 
at the NSIC. The measures were taken on three occasions: before, immediately after and six 
weeks after the intervention. 
5.4 Participants 
5.4.1 Intervention group 
Participants for the intervention group were recruited from the NSIC and were 
currently engaged in the standard rehabilitation programme offered. Selection criteria 
consisted of: 
i) Newly injured patients (i.e. not rehospitalised). ii) Traumatic injuries. iii) Ages between 16 
and 65. iv) Able to speak English. \) Had already attended the Patient Information Group 
( descri bed be I ow ). 
A few patients were excluded because clinical staff considered that the effects of head injury 
or of pre-existing psychopathology \\ ould severely impede their participation in the groups. 
5.4.2 Control group 
Participants for the control group were selected from a data base previously collected 
for the longitudinal study of psychological adjustment and coping in SCI patients recently 
completed by Kennedy (1995) and described in section 2.2. Data was available for 87 
patients who had received the standard rehabilitation treatment offered at the NSlC. The same 
criteria had been used in their selection for the original study. Data had been collected every 
six weeks throughout their s'<:t)' in hospital, and at several time points up two years post-
discharge. 
Obtaining a good match between intervention and control groups on a range of key 
variables was critical for the success of this project, and much effort was dedicated to 
achieving this. Thus it was important to match both groups on: 
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a) A range of control variables which the literature suggested might influence adjustment to 
SCI. namely time since injury. level of functional independence. and to a lesser degree of 
importance, level and completeness of injury. sex, age and social support. 
b) Pre-intervention measures of outcome. namely depression, anxiety. and use of adaptive 
and maladaptive coping strategies. to ensure that treatment effects were not due to differing 
initial scores. 
Clearly it was unlikely that this match would have been achieved by randomly 
selecting the control group from the data base. and a more exacting procedure was therefore 
pursued. Thus. control group participants were individually chosen from the data base in 
order to achieve a good match with the intervention group pre-intervention measures for all 
the above significant variables. This was a complicated process given the large number of 
variables which had to be matched. It was not possible to obtain matched pairs of 
participants. and the aim was simply to match the average scores of the two groups for the 
range of variables. A rigorous procedure was followed to achieve this match, and this was 
conducted strictly blind to the intervention group post-intervention and follow-up scores. and 
the control group scores at future time points. 
Thus. a 'near matched pair' was initially found for every intervention participant by 
sequentially finding all the data base patients who had a similar time since injury and whose 
functional independence. depression and anxiety scores were matched to the pre-intervention 
scores of the intervention participant to within a specified range. A range of plus or minus 
half a standard deviation of the intervention group pre-intervention scores was chosen 
because this was considered to be sufficiently small to be likely to result in a good match 
between the average scores of the two groups, whilst at the same time being sufficiently large 
to allow all the 'near matched pairs' to be obtained. If more than one data base patient met 
this criteria, then one was chosen in order to match the level and completeness of injury, age. 
sex, and social support variables. Preliminary t-tests were then carried out, and these 
indicated that a suitable match had also simultaneously been achieved on the measures of all 
the adaptive and the maladaptive coping strategies, except on Alcohol/drug use ideation. Two 
of the previously chosen data base patients were therefore exchanged to achieve a bener 
match on this variable, whilst retaining the previously achieved match on the other variables. 
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5.5 Measures 
5.5.1 Demographic data 
Demographic information was initially collected and consisted of sex, marital and 
employment status before the injury, date of birth, date of injury, cause of injury, level of 
injury and whether the injury was complete or incomplete. 
5.5.2 Functional independence 
Levels of functional independence were assessed using the Functional Independence 
Measure (RM) (Hamilton & Granger. 1990). This is a 18 item self-report measure which 
assesses six areas of function: self-care, sphincter control, mobility, locomotion, 
communication and social cognition. Each item is evaluated on a 7-point scale, with 7 being 
complete independence and 1 being total assistance required. yielding a total score ranging 
between a minimum of 18 to a maximum of 126. The RM has been widely used in studies 
with SCI patients (e.g. Kennedy. ]995), and has satisfactory psychometric properties, with 
good reliabilityCSegal. Ditunno& Stass. 1993) and validity (Grey & Kennedy. 1993). 
5.5.3 Depression 
Depression was measured using the Beck Depression Inventory (BDI) (Beck, Ward, 
Mendelson, Mock & Erbaugh. 1961). This is a well validated self-report measure consisting 
of a list of 21 descriptive groups of four items assessing different symptoms of depression. 
Total scores range between 0 and 63, with high scores indicating more severe depression. 
The BDI has been found to be a valid and sensitive instrument for measuring depression in 
SCI patients (Hancock et a\., 1993; Judd et aI., 1991, Kennedy, 1995), and has been wi,iely 
used with this client group. A cut-off of 14 is believed to differentiate effectively between 
clinical and non-clinical cases of depression, and has been used for this purpose in previous 
studies of SCI (e.g. Craig et a!., 1997). 
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5.5.4 Anxiety 
Anxiety was measured using the State Anxiety Inventory (SAl) (Form Yl; 
Spielberger, Gorsuch, Lushene, Vagg & Jacobs, 1983). This is a 20 item self-report 
measure which asks people to describe how they feel at the moment by rating each item (e.g. 
I feel nervous, I am worried. I feel tense) of a 4-point Likert-type scale. Total scores range 
between 20 and 80, with high scores indicating more severe anxiety. This is a well validated 
measure (Spielberger et a1.. 1983), which has also been widely used and shown to be a valid 
and sensitive measure of anxiety for this client group (Hancock et aI., 1993; Craig et aI., 
1994. Kennedy. 1995). A cut-off of 42 is believed to differentiate effectively between clinical 
and non-clinical cases of anxiety and has been used for this purpose in previous studies of 
SCI (e.g. Craig et al.. 1997). 
5.5.5 Self perception 
The Self Perception Scale (SPS) (Kennedy, Gorsuch & Marsh. 1995b) was used to 
asse<,s self-perception with regards to a number of separate dimensions. It consists of II 
pairs of bipolar adjective items (e.g. Satisfied/Dissatisfied, Optimistic/Pessimistic, 
SociablelWithdrawn) each on a 5-point Likert-type scale. For instance. the Optimistic! 
Pessimistic dimension can be evaluated as very optimistic, slightly optimistic, neither 
optimistic or pessimistic. slightly pessimistic or very pessimistic, and similarly for the other 
dimensions. The measure is completed three times on each assessment occasion according to 
the participant's perception of a) 'how I am now'. b) 'how I would be without the injury'. 
and c) 'how I would be ideally'. For each item an . AB negative' score is obtained, which is 
the difference between how people perceive themselves now and how they believe they 
would be without the injury, and the sum of these scores yields a 'Total AB negative' score. 
This score is an indication of the extent to which the person perceives themselves as changed 
as a result of the injury, with large negative scores indicating greater adverse change. This 
scale was developed for and used in a previous study with SCI patients (Kennedy et al., 
1995b), and is an adaptation of other well validated measures of self-concept already in use 
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with other chronically disabled groups, ([yerman. ]987; Linkowski, 1971). Its 
psychometric properties are in the process of being developed (Kennedy et al.. 1 995b ). 
S.S.6 Coping strategies 
The coping strategies employed were measured using the COPE (Carver et al.. 
1989). This is a 6O-item self-report measure which evaluates the use of 15 different types of 
coping strategies. namely a) Positive reinterpretation and growth, b) Active coping, c) 
Planning. d) Seeking social support for emotional reasons. e) Seeking social support for 
instrumental reasons. n Suppression of competing activities, g) Religion, h) Acceptance, i) 
Mental disengagement.j) Focus on and venting emotions. k) Behavioural disengagement, 1) 
Denial. m) Restraint coping, n) Ideation of alcohoUdrug use, and 0) Humour. Every strategy 
is measured by four items. each scored between I and 4 according to whether the strategy 
suggested by the item is not used at all or used a lot. Each strategy therefore receives a score 
between 4 and 16. with higher scores indicating greater use of the strategy. Participants were 
asked to answer each item situationally, i.e. specifically in relation to their injury, and to 
respond according to their present feelings. reactions and experiences. It has satisfactory well 
established psychometric properties (Carver et al., 1989). and has been used to assess coping 
in se\'eral previous studies with SCI patients (Kennedy et al.. 1995: Kennedy 1995). 
S.S.7 Social support 
Social support was measured usmg the Social Support Questionnaire (SSQ) 
(Sarason. Sarason. Shearing & Pierce. 1987). This asks participants to list the people who 
they can count on for social support in six varying situations (e.g. can really count on them to 
distractthem from their worries when they feel under stress: accepts them totally, including 
their worst and best points) and to evaluate how satisfied they are with each situation on a 
scale from I to 6. This provides two measures; the SSQN is the total number of people listed 
in the six items; and the SSQS which is the average of the six satisfaction ratings, with higher 
values indicating greater satisfaction. The SSQ has been widely used, and has satisfactory 
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psychometric properties (Sarason et al.. 1987). The SSQ has also been used previously with 
SCI patients (Kennedy et a1.. 1995: Kennedy. 1995). 
5.5.8 Participant evaluation of the Coping Effectiveness Training groups 
The post-intervention assessment was also used to obtain participants' evaluation of 
the CIT group. After completing all standardised measures. participants were initially asked 
to rate the group in terms of its le\'el of interest for them. and its usefulness in making the 
consequences of the injury more manageable. Simple 5-point Likert-type scales, anchored at 
l='not at all interesting'. 3='fairly interesting' and 5='extremely interesting', and similarly 
for usefulness, were used for this, A semi-structured interview approach was then used to 
ohtain participants' qualitative responses to the following areas of inquiry: 
i) What aspects of the group had been helpful. ii) What aspects had been unhelpful. 
iii) What would they have had liked to ha\(~ more off. i\') What might they recommend was 
reduced or removed from the group, 
Responses were recorded by taking notes. and this section of the assessment lasted 
approximately ten to fifteen minutes. 
5.6 Treatment 
5.6.1 Control group 
Control group participants had received the standard rehabilitation treatment offered at 
the NSIC between 1990 and 1993. This treatment included primarily medical. nursing. 
physiotherapy and occupational therapy interventions. and these have not changed in any 
significant way since then. 
Clinical psychology input was also available. with individual patients being referred 
to the Clinical Psychology Department at the NSIC and treatment offered by a clinical 
psychologist when appropriate. Neither the criteria for offering clinical psychology input. nor 
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the clinical psychology resources available had changed in any significant way between the 
two observation periods. 
All patients had attended the Patient Information Group as part of their rehabilitation. 
in most cases soon after they had first left bed rest and were mobile in a wheelchair. This 
group consists of a series of to lectures focusing on different aspects of the SCI, such as 
skin, bladder and bowel management. sexuality. wheelchair use and issues related to 
returning to the community. It is an important component of the rehabilitation programme and 
is routinely run by an experienced Information Officer. This has again not changed in any 
significant way in the last to years. 
5.6.2 Intervention group 
Intervention group participants received all components of the standard rehabilitation 
treatment available at the NSIC descri bed aboye. but in addition also attended one of the three 
CET groups. This was the only significant difference in the treatment they received compared 
to control group participants. All intervention group participants had attended the Patient 
Information Group. and were im'ited to attend the CET group within one month of its 
completion. 
The three CET groups were run according to and closely following the treatment 
manual which had been previously prepared (see Section 2.5 and Appendix C). Each 
participant received a copy of the over-heads used in each session, which provided a 
summary of the material covered. 
Group I was conducted by the Consultant Clinical Psychologist at the NSIC, with 
the researcher attending this group as a non-participating observer. This provided him with 
training in conducting such a group with SCI patients, and ensured a continuity in the content 
and stYle of future groups. Groups 2 and 3 were conducted by the researcher on his own. 
The Consultant Clinical Psychologist attended one session in Group 3 as a non-participant 
observer. 
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5.7 Procedure 
5.7.1 Recruitment and engagement of participants 
Following ethical approval (Appendix A) and the consultation and liaison procedures 
described above, a list of all current patients who met the selection criteria and who might 
wish to participate in a CEf group was obtained from the Ward Managers of all six wards at 
the NSIC. This procedure was repeated before each of the three CEf groups to gain access to 
all new patients. 
Potential participants were then approached individually in the ward. The aims and 
content of the CET group were briefly described, and they were invited to attend. As 
recommended by Craig & Hancock (1994) for their cognitive-behavioural groups with SCI 
patients. the skills-training nature of the group was emphasised. but it was also described as 
an opportunity to exchange information and experiences with other patients. The research 
project \\'as also briefly described. and the patient was invited to participate in this. 
Information leaflets for the CET group and for the research project were left with them to 
consider (Appendix B). 
Craig & Hancock ( 1994) have emphasised the importance of engaging participants by 
"getting to know them" before the beginning of the intervention, and this was considered to 
be important for this project. Potential participants were therefore met again about one week 
later and an opportunity given to ask questions or voice doubts about the CET group or the 
research. This often lead to useful discussions which allowed the researcher to allay any 
existing concerns about the groups and begin to establish a comfortable relationship with the 
patient. 
Those participants who were interested in attending the groups and participating in the 
research were met a third time and asked to sign a research consent form (Appendix B). This 
time was also used as a further OPPC.,unity to engage participants by asking them whether 
there were any topics they were particularly interested in discussing in the CEf group. An 
appointment was then arranged to complete the initial assessment. 
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5.7.2 Assessment 
Intervention group participants were assessed by the researcher in the week before the 
beginning of the CET group, in the week after the end of the CET group. and six weeks after 
the CET group had finished. Assessments were carried out in quiet rooms on the wards. and 
lasted approximately 45 minutes. 
Given that many patients were not able to write, questionnaire items were read by the 
researcher. participants offered a list of possible responses. and their chosen ans\\'ers 
recorded by the researcher onto the questionnaire. The BOI was treated slightly differently in 
that it was given to the participants to read to allow them to make the required choice between 
alternative statements. 
5.7.3 Inten'ention 
All groups were held in a large room at the NSIC which was regularly used for the 
Patient Information Groups and was therefore a place where all participants had already 
attended a group in. Given the bus~ rehabilitation schedule of most patients. it was found to 
be helpful to remind participants about the CET group at some stage during the da~ before 
each session. Ward staff were asked to help bring participants who were in bed-rest. either 
because of a recent medical inten'ention or due to physical complications. but still wished to 
attend the CET session. Participants who were not able to attend a session were later given 
the relevant hand-out and offered an opportunity to discuss the content if they wished to, 
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6 Results 
6.1 Data analysis 
This section begins by reporting on the results of the process of implementing the 
CET. namely whether it was possible to incorporate the CET group as a regular component 
of the rehabilitation schedule. the extent to which the support and collaboration of other 
rehabilitation staff was gained. and whether a satisfactory patient participation was achieved. 
The results of the evaluation of the CET group are then presented. Independent Hests 
were initially used to examine pre-treatment differences between treatment and control groups 
in the range of demographic (age. sex. level and extent of injury. and time since injury), 
control (FIM. SSQN and SSQS 1. and outcome (8DI. SAl and COPE) \'ariables. 
Outcome data (BDI. SAl. and COPE) were then analysed. initially usmg 
Kolmogorov-Smimm Goodness of Fit tests to check the distribution of scores for each 
variable. This was in each case not found to be significantly different from a nomlal 
distribution. except for the ·Alcohol/Drug. use' COPE subscale. Repeated measures IwO-wa) 
analysis of variance (ANOYA) was then used to test for differences between intervention and 
control g.roups and changes over time. Treatment effects were ascertained from the presence 
of significant group by time interactions. and post-hoc Newman-Keuls tests were used to 
locate the source of each interaction (this test is recommended for designs with less than five 
repeated measures <Howell. 1992)). The data for the 'Alcohol! Drug use' COPE subscale 
was not analysed statistically as ANOYA could not be used and the presence of significant 
interaction effects could not be easily established through other analyses. 
Kolmogorov-Smirnov Goodness of Fit tests indicated that data was not normally 
distributed for the Self Perception Scale (SPS), as is required for ANOYA. Non-parametric 
Friedman's tests were therefore used to analyse this data. and as no control group data was 
available. only significant changes over time were analysed. 
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The qualitative data collected for the participant evaluation of the CIT groups was 
categorised according to a thematic classification of the principal issues raised (Banister, 
Burman, Parker, Taylor & Tindall. 1994), and a summary is presented. 
Finally. two post-hoc analyses were carried out to further explore the data. Firstly. as 
a first step towards beginning to assess which participants benefited most from the CIT 
groups, repeated measures ANOV As were used to test for differences between the outcome 
data for participants above and below clinical cut-off scores for depression and anxiety. 
Secondly. repeated measures ANOVAs were used to test for differences between the 
outcome data obtained for Group I (run by the Consultant Clinical Psychologist) and Groups 
2 and 3 (run by the researcher). and these results are presented in Appendix E. 
A substantial number of ANOVAs (N=18) and Friedman tests (N=12) were carried 
out in this analysis. with an increased risk of type I errors. This was not however judged to 
be sufficient to warrant using a more stringent significance level than the usual p < 0.05, 
though it is recognised that the degree of confidence in borderline results may therefore be 
diminished. 
6.2 Implementation of the Coping Effectiveness 
Training groups 
6.2.1 Incorporating the Coping Effectiveness Training group into the 
rehabilitation programme 
Few prohlems were experienced in running the CIT groups once they had been 
carefully set up. and they did become accepted amongst staff as an ongoing standard 
component of the rehabilitation programme. A close liaison with the Information Officer was 
successfully established which effectively linked attendance at the Patient Information Group 
to an invitation to attend the CIT group. Positive feedback about the value of the CIT group 
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was received from the Physiotherapy and Occupational Therapy heads of staff and from 
some of the Ward Managers. They said they had appreciated the frequent communication and 
ongoing feedback on the CET programme. The good collaboration established with 
rehabilitation staff was confirmed in their willingness to re-allocate their appointments with 
patients when they were attending the CET group. and there were very few schedule conflicts 
throughout the three groups. It is inferred that the procedures described in section 5.1 were 
instrumental in achieving this high degree of interest and support from rehabilitation staff. 
6.2.2 Patient participation 
A total of 32 patients satisfied the selection criteria and were invited to attend one of 
the three CET groups and participate in the research. Of the 32. eight (259C) did not \,,·ish to 
attend the groups. Thus 75% of patients who satisfied the selection criteria and were invited 
decided to attend the CET group. 
Group I had eight initial members. Only seven agreed to participate in the research. 
with one person choosing to attend the group but not wanting to participate in the research. 
Group 2 had ten initial men1bers. All agreed to participate in the research. Group .3 had nine 
initial members. Only six satisfied the research selection criteria. with the other three 
members ha\·ing non-traumatic injuries. These three patients had been recommended by ward 
staff as they thought they might benefit from the CET group. They were allowed to attend the 
group because no other patients were available at the time who did meet selection criteria. and 
ensuring a total initial number of group members similar to the that in the previous groups 
was thought to be therapeutically important to establish good group cohesion. 
Of the 27 initial group members. four (15%) stopped attending the groups and said 
they did not wish to continue as part of the research. Three of them said they were not 
finding the groups useful. the fourth person was discharged from hospital before previously 
planned. 
Figure 6.1 shows the proportion of participants in Groups I, 2 and 3 that attended 
different total number of sessions. between a minimum of one session up to a maximum of 
all seven sessions. A distinction is apparent between those participants who attended three or 
less sessions and then stopped attending the group, and those who completed at least five 
sessions and could be considered to have successfully completed the treatment. 
Figure 6 . 1: Percentage of participants attending between one and seven sessIOns for 
Group 1 (N=8). Group 2 (N= 10). Group 3 (N=9) and the combined Total sample(N=27). 
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The average total number of sessions attended was 5.41, representing an average 
attendance rate of 77%. Eighty five percent of participants (N=23) attended at least five 
sessions and wt::re considered to have successfully completed the treatment . Table 6.1 shows 
the corresponding figures for Groups 1, 2 and 3. 
Table 6.1: Mean attendance rates and percentages of sample completing at least five 
sessions for each of the three groups and for the combined Total sample. 
Mean No. of Standard % of participants 
sessions attended Deviation attending at least 
and % out of 7 S sessions 
Group 1 (N=8) 5.38 (77%) 1.92 88% (N=7) 
Group 2 (N=10) 5.80 (83%) 1.23 90% (N=8) 
Group 3 (N=9) 5.00 (7lo/c) 2.17 78% (N=7) 
Total (N=27) 5A1 (77'7c) 1.76 85% (N=23) 
Of the 23 participants who completed the treatment. one did not consent to participate 
in the research and three did not meet the research criteria because of having non-traumatic 
injuries. This left N= 19 intervention group participants (N=6 from Group 1. N=9 from 
Group 2 and N=4 from Group 3) for the data analysis. 
6.3 Demographic data 
Demographic information for the research participants in each CET group is shown in 
Table 6.2. Some differences in the demographic data of the three groups are evident. such as 
the older mean age and absence of women in Group 3. Participants of the three eET groups 
were nonetheless combined for data analysis to obtain a sufficiently large sample size. 
Demographic data for the combined intervention group (N= 19) are presented in Table 
6.2. The mean age at injury was 35.8 years. and ranged from 20A to 64.7 years. Seventy-
four percent of participants were men. Before the injury, 58% of participants were either 
married or in a long term relationship. and 9':;% were employed or full time students. Forty-
seven percent of participants were tetraplegic, and 53% had complete injuries. Thirty-two 
percent of injuries had occurred in road traffic accidents. 26% in sports accidents. 260'(' in 
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domestic or industrial falls, and 16% had other causes such as through complications during 
an operation. Demographic data forthe control group(N= 19) are also given in Table 6.2. 
Table 6.2: Demographic data for participants in the three Coping Effectiveness Training 
groups, and for control group participants. 
Intervention Control 
Group I Group 2 Group 3 Combined (N = 6) (N = 9) (N = 4) (N = 19) (N = 19) 
Mean Age 35.5 32.9 42.8 35.8 31.1 
(SO = 8.3) (SO = 8.5) (SO = 17.4) (SO = 10.8) (SO = 12.7) 
Age range 24.7 - 49.0 20.4 - 43.8 25.3 - 64.7 2004 - 64.7 17.7 - 65.0 
Male 4 (67%) 6 (67%) 4 (100%) 14 (74%) 15 (79%) 
Marital status 
Single ] (17%) 2 (22o/c) 3 (75o/c) 6 (32%) 6 (32%) 
MaTTi ed/partner 3 (50%) 7 (78%) 1 (25%) 11 (58%) 10 (53%) 
Divorced 2 (33%) o (0%) o (0%) 2 (11%) 3 (16%) 
Employment: 
Employed 5 (83%) 8 (89%) 3 (75%) 16 (84%) 17 (89%) 
Unemployed o (0%) o (0%) 1 (25%) 1 (5%) 2 (11%) 
Student 1 (17%) I (119C) o (0%) 2 (11%) o (0%) 
Injury: 
Tetraplegic 3 (50%) 4 (44%) 2 (50%) 9 (47%) 10 (53%) 
Complete 3 (50%) 4 (44%) 2 (50%) 10 (53%) 17 (89%) 
Cause: 
R.T.A. 2 (33%) 2 (22%) 2 (50%) 6 (32%) 11 (58%) 
Sports 2 (33%) 3 (33%) o (0%) 5 (26%) 3 (16%) 
Fall 2 (33%) 2 (22%) 1 (25%) 5 (26%) 4 (21%) 
Other o (0%) 2 (22%) 1 (25%) 3 (16%) 1 (5%) 
Both the intervention and the control group demographic data is fairly representative 
of demographic data for the general SCI population (see Section 2.1), though there are 
somewhat less road traffic accident injuries and more sports injuries than expected in the 
intervention group. 
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6.4 Match between intervention and control g~oups 
A good match between intervention and control groups was obtained for most of the 
demographic variables, as shown in Table 6.2. In particular, there was no significant 
difference between groups in the mean age at injury (t = 1.22. n.s., two-tailed), in the female 
to male ratio (X:! = 0.15, df = 1, n.s.), or the ratio of paraplegic to tetraplegic injuries (X:! = 
0.11, df = 1, n.s.). However, there was a significantly larger proportion of complete injuries 
in the control group (X:! = 9.47, df = 1, P < 0.01), with 89% of injuries being complete 
compared to 53% in the intervention group. (This did not however reflect any differences in 
levels of functional independence, see below). 
The mean pre-intervention values for the remaining variables (time since injury. 
functional independence (FlM), social support (SSQN and SSQS), BDI. SAl and the fifteen 
subscales of the COPE) in the intervention and control groups are shown in Table 6.3. 
The intervention and control groups had an average time since injury of 19.7 and 
17.7 weeks respectively. The range was between 12 and 39 weeks. with 28 participants 
(74%) having been injured for 18 weeks or less. The average AM scores were 81.3 and 
80.5 respectively. Scores ranged between 39 and 118. indicating a wide variation in levels of 
dependence from almost total dependence in self-care. sphincter controL mobility and 
locomotion to almost total independence. 
The mean BDI scores were 15.5 and 15.1 for intervention and control groups 
respectively. This places both groups in the mildly depressed range, but 9 (47%) participants 
scored above the clinical cut-off of 14 on the BDI in both the intervention and the control 
groups. Similarly, the mean SAl scores were 41.8 and 42.7 respectively. Both again fall 
within the mild anxiety range, but 9 (47%) and 8 (42%) participants scored above the clinical 
cut-off of 42 on the SAl in the intervention and the control groups respectively. A 
comparison to results obtained in a larger sample (Kennedy, 1995) (see section 2.2) indicates 
that both intervention and control groups were somewhat more depressed and anxious, and 
had a larger proportion of clinical cases, than expected from the general SCI population. 
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Table 6.3: Pre-intervention scores for intervention and control groups, and results of 
independent t-tests analysing the match between mean group scores. 
Intervention Control 
(N=19) (N=19) 
Mean (S.D.) Mean (S.D.) t-test 
Time since injury (weeks 19.7 (6.98) 17.7 (3.73) t= 1.13, p=0.27 
FIM 81.3 (24.8) 80.5 (28.8) t = 0.10, p = 0.92 
SSQN 20.7 ( 11.8) 29.8 ( 16.8) t = 1.85,p = 0.074 
SSQS 5.63 (0.49) 5.40 ( 1.(0) t = 0.86, P = 0.40 
BDI 15.5 (8.39) 15.1 (9.61) t = 0.14, P = 0.87 
SAl 41.8 ( 15.0) 42.7 ( 12.7) t = 0.19,p = 0.85 
COPE: 
Positive reinterpretation 11.2 (2.68) 10.8 (3.34) t = 0.43, P = 0.67 
Active coping 12.2 (2.39) 10.7 (2.31) t = 1.93,p = 0.061 
Planning 11.5 (3.08) 11.1 (2.28) t = 0.42, p = 0.68 
Emotional social sUl>~ort 11.4 (3.02) 10.8 (2.76) t = 0.67, p = 0.51 
Instrumental social support 11.3 (2.85) 10.9 (2.84) t = 0.34, p = 0.73 
Suppress competing activity 10.1 (2.55) 9.4 (2.32) t = 0.80, p = 0.43 
Religion 9.6 (4.34) 6.7 (3.49) t = 2.22, p = 0.033, * 
Acceptance 12.8 (3.24) 12.5 ( 3.17) t = 0.35, p = 0.73 
Mental disengagement 8.1 (2.51) 8.2 (2.02) t - 0.21, p = 0.83 
Venting emotions 8.3 (3.02) 8.5 (3.51 ) t = 0.55, p = 0.59 
Behavioural disengagement 5.3 ( 1.95) 6.1 (2.84) t = 0.93, p = 0.36 
Denial 5.9 (2.35) 6.2 ( 1.83) t - 0.31, P = 0.76 
Restraint coping 9.4 (3.11) 8.8 (3.29) t = 0.56, p = 0.58 
Alcohol/Drug use 4.8 ( 1.89) 6.2 (3.51 ) t - 1.50, P = 0.15 
Humour 7.4 (3.37) 10.3 (4.19) t = 2.35, P = 0.025, * 
AM = FunctIOnal Independence Measure. SSQN = Number of SOCIal supports. SSQS = 
Quality of social supports. BDI = Beck Depression Inventory. SAl = State Anxiety 
Inventory. COPE = measure of coping strategies. S.D. = Standard Deviation. 
Note: Significant results are marked * (p < 0.05) for clarity. 
The results of independent t-tests analysing for pre-intervention differences between 
the intervention and control groups are shown in Table 6.3. No significant differences were 
found in the mean time since injury. level of functional independence, number or satisfaction 
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with social supports, and levels of depression or anxiety. On the COPE, there were no 
significant pre-intervention differences between groups in all subscales except in the use 
religion (t = 2.22, p < 0.05, two-tailed), and humour (t = 2.35, p < 0.05, two-tailed) coping 
strategies, with the intervention group mean score being higher for religion and lower for 
humour than the corresponding control group mean score. 
6.5 Depression and Anxiety 
The mean BDI and SAl scores for the intervention and control groups are given in 
Table 6.4, and graphed in Figures 6.2 and 6.3. Summary results of the repeated measures 
ANOVAs for BDI and SAl scores are shoy,'n in Table 6.5. 
6.5.1 Depression 
Hypothesis I: There ~ .. i/l he u.\//!,ni/icufllly ~realerreduciion in measures of tkpre'i'iion in 
parTicipants who atTenJ the C ET Fir SCI imaveiiiioll than in l1u.llcheJ controls receiving the 
Mandard rehabililation 'rec..l1nu:nl. 
There was an improvement of 5.5 points in the mean BDI score of the intervention 
group following the eET intervention. lowering the mean BDI score well into the non-
depressed range. This improvement was maintained at the six week follow-up assessment. 
By contrast, the control group mean BDI score increased by 2.6 points during the first six 
week period, and then dropped by 2.0 points over the next six week period. A non-
significant increase in the mean depression score at around 24 weeks after the injul)' is not 
unique to this sample, and was similarly identified by Kennedy (1995). 
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Table 6.4: Means and standard deviations (in brackets) of depression and anxiety scores. 
Depression 
m" 
Anxiety 
Intervention Control ~~. Intervention Control (N= 19 ) (N= 19) (N=19) (N=19) 
Pre-intenention lr 
Assessment 15.5 (8.38) 15.1 (9.61) r.- 41.8 (15.0) 42.7 (12.7) 
Post-intervention 
Assessment 10.0 (7.91 ) 17.7 (12.8) 1-:. 37.2 ( 14.8) 45.5 (12.5) 
Follow-up 
r-Assessment 9.3 (7.85) 15.7 (12.1) i"" 35.2 ( 1..+.6) 42.5 ( 15.6) 
Table 6.5: Results of the repeated measures ANOYA for depression and anxiety scores. 
Depression tr' Anxiety 
~ ... 
Source of variation df F Sig. of F ~. df F Sig. of F 
~ 
-
Group 1. 36 2.34 p=0.13,nse- 1.36 1.66 P = 0.21 , ns 
r-
Time 2. 72 3.38 -.£ = 0.039 2,72 2.65 -.£ = 0.077, ns 
, 
Group X Time interaction 2.72 8.34 p = 0.00 I. F 2,72 3.52 P = 0.035 
, 
'" Group = (InterventIon. Controll lIme = (Pre-InterventIon, Post-mterventlOn, Follow -up) 
ns = not significant. 
There was no significant main effect of group (intervention vs. control) for the SOl 
scores, but there was a significant main effect of time (pre-intervention, post-intervention and 
follow -up assessments) for this measure (F = 3.38, df = 2,72, P < 0.05). 
A significant interaction between group and time was found for the SOl scores (F = 
8.34. df = 2,72. P < 0.01) . Post-hoc Newman-Keuls tests showed the intervention group 
pre-intervention mean score to be significantly higher than the post-intervention (p < 0.01) 
and the follow -up (p < 0 .01) mean scores. Thus participants who attended the CET groups 
showed a significant!) greater reduction in depression than control group participants 
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following the intervention, and this was maintained at follow-up. Hypothesis 1 can therefore 
be accepted. and the null hypothesis rejected. 
Figure 6.2: Mean depression scores for intervention and control groups. 
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6.5.2 Anxiet~· 
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Hypothesis 2: There will he a significantly greater reduction in measures of antiety in 
participants who aTTend the CET fnr SCI intervention than in matched cnntrol.\ receiving the 
STandard rehahiliTaJinn treatmenT. 
There was a 4.6 point improvement in the mean SAl score of the intervention group 
following the CEf intervention, lowering the mean SAl score well into the non-anxious 
range. There was a further improvement in SAl scores of 2.0 points at the six week follow-
up assessment. By contrast, the control group mean SAl score increased by 2.8 points 
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during the first six week period. and then dropped by 3.0 points over the next six week 
period. Kennedy ( 1995) again found a similar non-significant increase in the mean anxiety 
score at 24 weeks after the injury. 
No significant main effects of group or of time were found in the SAl scores. 
A significant interaction effect between group and time was found for the SAl scores 
(F = 3.52, df = 2,72 P < 0.05). Post-hoc Newman-Keuis tests showed the intervention 
group pre-intervention mean score to be significantly higher than the post-intervention (p < 
0.05) and the follow-up (p < 0.05) mean scores. Thus participants who attended the CEf 
groups showed a significantly greater reduction in anxiety than control group participants 
following the intervention. and this was maintained at follow-up. Hypothesis 2 can therefore 
be accepted. and the null hypothesis rejected. 
Figure 6.2: Mean anxiety scores for intervention and control groups. 
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6.6 Self concept 
Hypothesis 3: There will be a significant change in the .'ielf-concept of participants who 
aTTendrhe CET for SCI intervention. 
The intervention group mean AB-negative score (the difference between scores for 
'as I am now' and 'as I would be without the injury') for each of the SPS subscales and the 
Total AB-negative score at each of the three assessments are shown in Table 6.6. Results of 
the Friedman tests for the SPS AB-negative scores are also shown in Table 6.6. Data was 
collected only for N= 18 intervention group participants, with one person choosing not to 
complete this part of the assessment. 
The mean Total AB-negative score increased by 2.0 points at the post-intervention 
assessment. and then dropped by 0.22 points at the follow-up assessment. This indicates that 
participants' perceptions of 'as I am now' had come closer to their perceptions of 'as I would 
be without the injury' follo\\/ing the CET intervention. 
There was a main effect of time approaching significance in the SPS Total AB-
negative scores (M = 5.33. df = 2. P = 0.070). There is therefore evidence of a trend towards 
change in the self-concept of intervention group participants over the observation period. 
A strong correlation was also found between Total AB-negative scores and BDI 
scores at each assessment time (pre-intervention: r = 0.490, P < 0.05; post-intervention: r = 
0.854, P < 0.001; follow-up: r = 0.736, P < 0.001, all one-tailed). 
While there were no significant main effects of time in the AB-negative scores of any 
of the individual SPS subscales, the change in the Not Lonely/Lonely mean subscale score 
contributed substantially more than the other subscales to the improvement in Total AB-
negative mean score. 
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Table 6.6: Mean and standard deviation (in brackets) for the Self Perception Scale subsea Ie 
and Total AB-negative scores. and results of the Friedman tests. 
Intervention Friedman Test 
Mean AB-negative score (S.D.) (df = 2) 
Self Perception Scale Pre-interv. Post- interv. Follow-up M Sig. of M 
Energetic/ Lethargic -1.33 ( 1.24) -1.17 ( 1.29) -0.94 ( 1.35) 1.00 p = 0.61 
Confident! Not Confident -0.67 ( 1.08) -0.50 (1. 10) -0.33 (0.84) 0.53 P = 0.77 
Interested! Bored -1.11 ( 1.60) -1.17 ( 1.29) -1.00 ( 1.75) 0.69 P = 0.71 
Satisfied! Dissatisfied -1.17 ( 1.47) -1.28 (1.53) -1.50 (1.50) 0.19 p = 0.91 
Active! Inactive -1.28 ( 1.60) -0.72 (1.13) -1.06 (1.51) 1.44 p = 0.49 
9ptimistic! Pessimistic -0.22 (0.88) -0.17 (0.86) -0.11 (0.58) 0.11 p = 0.95 
Sociable/ Withdrawn -1.00 ( 1.24) -0.67 ( 1.19) -0.67 (0:97) 0.78 p = 0.68 
Not Lonely! Lonely -1.67 ( 1.57) -0.83 ( 1.25) -0.72 (1.23) 3.03 p = 0.22 
U nderstandi n g/ Intolerant -0.17 ( 1.25) -0.06 (0.42) 0.22 (0.88) 0.44 P = 0.80 
Decisive/ indecisive -0.72 ( 1.07) -0.61 ( 1.33) -0.72 ( 1.02) 1.00 p = 0.61 
Improving! Deteriorating 0.44 (0.98) 0.28 (0.75) 0.28 (0.83) 4.36 P = 0.11 
TOTAL -8.89 (7.44) -6.89 (7.48) -7.11 (7.95) 5.33 P = 0.070 § 
. . . • . Note: AB-negatlve score IS the difference between perceptions of As I am now and' As I 
would be without the injury'. Negative scores indicate the second is rated more positively. 
§ = approaching significance. 
6.7 Coping strategies 
The mean score for each of the COPE subscales for the intervention and control 
groups are shown in Table 6.7. Summary results of the repeated measures ANOVAs for the 
COPE subscale scores are shown in Table 6.8. 
H~'pothesis 4: There will he a sign(ficantly greaTer increase in The use of adaptive coping 
STraTegies in participants who attend the CET for SCI intervention than in matched controls 
receiving the sTandard rehahilitaJionTreatment. 
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Figure 6.4: Mean 'Acceptance' scores for intervention and control groups. 
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Hypothesis S: There will he a .\igl1l/ical11ly greaTer decrea\e ;n The ll.\e of ma/c..tdupTh'e 
coping sTmTegies ;n participc1IlT.\ h-/1O c1TTend The CET for SCI inten'ention Than in maTched 
COnTrol.\ receiring The standard re/1c1hi/iTalion Treatment, 
No significant main effects of group or time. or a group by time interaction. were 
found in the COPE subscale scores of any of the maladaptive coping strategies analysed 
('Behavioural disengagement', "Mental disengagement', 'Denial', and 'Focusing on and 
venting emotions'). Although the' Alcohol/Drug use' subscale data was not analysed 
statistically. changes in the intervention group mean scores between pre-intervention, post-
intervention and follow-up assessments were very small (-0.3 and +0.5 points respectively) 
compared to standard deviations which. together with the control group mean scores being 
virtually constant over the three ass~.;sments. make it very unlikely that a significant 
interaction effect was present. There is therefore no evidence of a greater decrease in the use 
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of any of th~ m;tbdaptiH' coping strakgi~s in inll'nention gwup particip;mts compart'd to 
l'ontrol group paJ1il'ipallh. ;md tIlt' null h~ pothesis c.mllot bt, rt"jt"lkd. 
Of tht: r~maining COPE subsl.'al~s. ;, significant main effect of group" as found olll~ 
for thl' 'Rdigi(ln' ~lIh';;l'ak ""Ilrt''; O' = 5.~ I. dl = I.~h P < (I.OS). ;lnd a .;;ignifil';mt main 
efft-ct of timt \\a.;; found (lnly for the 'Suppressing competing acti"ities' subscak score (F = 
:;.~ t. df = ) ,~() . p < 0.(5). ~o pthl'r Si~'11ifil'ant group l'y tink inkradions \\ t:rl' found. 
6.8 Participant eyaluation of the Coping EffectiYeness 
Training groups 
6,S, I (h('rall ('\aluatinn 
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Tht: mllst fl'l'l)l1l'ntly lht'i\t'd 1'011l1111'l1t (from ~= I X pal1il'ipants) "as thaI tlll' 
interaction with other group Illt'mhers had heen tht.' mo~t htlpfl1l aspc'ct of tlw CET group, 
Then' wert' hO\\('\t'r a I1lJI11~l-r of difft'n>nt "a~s in "hidl this wa" l':\rX:1ic'lln-d as hdpflll: 
a) C'onmu1Jlication with other patients (~=12), 
Some pal1icipants suggested that. gi\"en their h"s~ SChl'dult:- and thl- plimatily physical f£'('\ls 
of the rehahilitation programml', it was often difficult to find :tppn'pliak pppot1l1l1itil's to 
shan' ditrkulties or e'perit'IKe~ "ith other patit'nt~, Tl'll pal1icipants suggested that the 
groups hall hlTIl ;\ ~a""' pl;ll't.' in "hid) til dp th:1t and thi.;: in it ... df had hl'l'll \l'l~ hdpful 
J Io\\e\'('r, t" 0 participants said tht~ had ('tt'n afraid that listening to olhers \\ hp wert' mon' 
dl'prl's<:l'd than thl'Y ""'n' wnuld "'t' unhdpful. 
b) :\onnalisation (:\=h), 
Some paJ1icipanls ('(llllllll'nkd tlral rt:alising that otht'r patients were experit'l1Cing similar 
thpught" ft·cling..; and diffilliltit·' .1'sf",'iah:i.I "ith tlk "n had ht>ell in\'aluahk, T" (\ 
paJ1idpants conull('nkd (In h(m thi..: had n:dIKt:d their fedings of isolation :md dtSlxlir. and 
had 1ll'lpt:d them ft>d Ie, .. dl'I'l'l'''l'd Tn (I p;1I1il'ip:mt ... dl''';\.'libt'd h(l\\ q,ting that another 
patit-nt with an injtll'~ simibr t<' their (I\\n \\ ;1" lPpin~ mon- effe\'ti\'d~ than them had girt'11 
them l" '11I~I~l' and h,'J't' 
(I It'aming In 1111 NIh-I' ... {:\ = I ! II, 
lk:uin~ hn\\ othtr patil'nt' h:ld trinl t(l (ell'l' \\ ith (pmmpl1 prll),lem situalipn.;: had ht"t'll 
u.:dul ill Ih'Jpill~ ";.Illk p:1I1i, il',!!11~ n'th-, , tll"'1I '!H'il P\\ n l'(\l'iJl~ apl',p;ll'h(',:, ..... PIlll' 
p:1I1il:ip:lllt~ ";:1; d Ih i..: h~ld 1'1'('\ i,bl 1 !W!l1 \\ i 1 h Ill'\\ ... pl lit i (In..; \\ hi 1..11 tl1t': had nflt J)J'l'\ inll..;l: 
"'Il,,,i,klnl I'II)\'!..: ..:;,id il h,hi 111,1'" 1!1l'!l1l!'!l~;,klllh' \;lIid~ (If rl'adi"'l' It· :lnd \\:I~' pf 
l'(lpil\~ \\ ith -';( 'I ;l1ld Ihi..: h;ld hdlk'd tlwlll al'l'nKh:h tht'ir diffidlltit,..; 111Ort' th'";",,, 
Inlt.:n"lin~ly, tlm,'l' P:\l1;l';panl..: '1I~~l'';h'd tlk n'\ l-""'t', namel: Ihal "l'l'(\l11ill~ ;1\\ an' 01 the 
intfft-din' (oping ~l'prn;ld1t:" (If ptht'r p:H1icip:mt..:, and the J'l'sulting dl'pn's,iPIl and :lIl\iet), 
had all'I1l'd tl1l'1l1 t(l thi" ri"J,; and hdl'l',) tJwlll stJ't'llgtlwn thl'ir J't:-,P}\'l' tn ;noid maladapli\l' 
loping str:lIt>git·~, Two P.1I1;l,jp.UlIS said the) had "allied the opportunity to b,: of ~ssistallct 10 
otlwJ' IXltl('nt;; whll \\l'n' Illlt l'opin~ :1" \\ dl a.;: thc-y werl'l'y offeling adril't, 
d) Impro\'t'd soda! SlIPPOJ1 (:\=:'), 
. \ Iluml'('r of p:1I1il'ipants \'ommenkd that il was often difficult to establish relation;;hips with 
othl'J' patlt'llts ill llll' hnspit:11. and tIlt' CFT gn1up had ht:'en helpful in bcilitlling thi~, .\ ft'\\ 
partil'ipants regu};lrly remained in the r00111 after tht, end of each session and continued 
di~l'lJi.;~ing thl' is':llt'S rai~ed, ~lIld 1\\0 p~1I1i('ip:Ults ('omllll'nll'd that Ihl'St' ('OIH'l'rS:1tiol1" had 
almost been as \'aillable as the :l('1l.1~1I group sessicns, ~Ol1ll' of thl'St' rebtionsh.ips s\lr\'iyed 
tIll' ('nd of tIll" group and (olltillued tn offer imprnHd social "uppnr1, 
[Ien'n p:l11icipants sllggestt'd that the (""[T group could bl' impron'd through haling 
more ~rollP dislllS"i(lIl"'; tn otT,,'r hlJ1hi:r Oppnl1111lltil'" for P:1l1il'ipanl"'; tn "han.' l'~I1l'Iil'nl'e", 
tULJ R('alil;{ic social probl(,111 sc('narios 
Fight par\it'ipant.;; said thall''\amjnin~ tht:' n'alistll' prnl'\km Sl'l'I1:\I;(I" (S('t' .-\ppt:'ndi\ C 
for (o1lh:nt) had \'\lTIl a ch:~kngillg l'\ut H'ry hdpful ewrcis(-, Four pal1ieip:Ults desoibl'd 
h(l\\ thl' Sll'n:u;o..; h:1\l hdpi:d lIMn l (lilsidl'r sonll' of thl' p(I",ibl,,' sitllatipns thl'~ might fal'C' 
afkr bl-il1~ di"dlar~('d from hO;':l'it.11. and this h~l(1 fOl'\:ed thl'1ll til t'ngage in problem sohing 
al1,) pLlIll1i!1~ :h Ij,ilit",;, rpur p:1I1ilip:ml"'; said thl'~ Iud al'prn:iatn) tht, dist'lIssions on 
a""l'J1in'nt's" and their lights in rdati(lll to t)WSt- sPlial prol'km situations, Fi\'{' p:u1icipants 
";lI~~l ~k,! 11'( ('JJ ~I' IIII' l (luld bl' iml'f'il\ l'tI I'~ di"';lll~~il1~ III \ Ill' (If tlh'~t' ~ll'n,lI·i(\..;, 
(d.;,... ("oping, t rat t'g it" 
"PllW paJ1il ipanl' l'Pl1lllll'll1l'd on "p"'lifil aspn't:-: (If thl' di(bdil l'pmpOllt'l1t~ of the 
('1'1 ~l(llll'. Thrn' p;lJ1ilipanh "~lid thl'~ h~ld :lppn:l ia1l'd kamill~ tIll' :-:\"ill (If l'rl'akin~ lI(I\\ Il 
~I(lhal "Ire""ors inll' IlWH,' managt-a[lJ(' and slwcific stn'ssful situations, Four l);,lJ1ieipant5 said 
Ihv \.(I~llili\l' nlPdl'1 (If dl'prl'''iilll, ~lIld thl' assol'iakd a('ti\it~ sd1l'dlllill~ and n('~aliH' 
thought ('halll'n~>ing skills, had bt"en uSt'ful. 
IIP\\ ,,-\,,'r. till' 1110.;;1 frt'qllt.'J1tt'PJ1lIlll'nt (~=t) "a.;; that mnst of whal had bl't'J1 taug.ht 
in thl' group" as "l'OllunOIl sense" and already ktwwn to them, and now simply had to hl' 
applil'd to this Ill'" Illurt' challl'llging situation, In this \ray till' kttun-s sl'l'Jl),,>d to han' St'rH'(\ 
tht' imlXll1ant function of reassuring some pal1icipants that they did alrt'ady haH the skills to 
CI'll(' with ~Cl. Thus fin: pal1it:'ipants said tllt'y had gained confiMnCt: and an in(J't'ased sens,,' 
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of being in ('Ontrol from reali!'ing that thl'Y "en' alrl'ady employing many of tIlt' adaptiH' 
l'()pin~ skill, di"(ll~Sl'd in tht' ~r"lIp, 
6~9 Differences in outconle bet\\'een participants 
scoring abo\'e and belo,,' clinical cut-off scores 
Clinil"ll si~llifil.'an\,t' \\ a" nilt :lI1Jly~ed in this study, though "isuaJ inspe(tion of tIll' 
d;lI~1 "lI~~l''':1n1 Ih;11 Il'" ,., tht' I. han:.:I.''': in d(·pn"..:ifln and ;lIl\it'l~ obtaint'i.1 \\ ould h;l\l' bn'n 
dil1i\.all~ ~i~\lifil;mt lI"ing sttingent 1''':~ (hptIH:'rap~ researdl oill'ti:l (e.g. hC(lb"nn 8: Tru:l\. 
11.1(>1 \. 01 tht· nilh' illhn \.'l1lil ':1 ~n'lIp P;111it il';mt..: wlli' initially "t'orl'd abo\"\.' tIll' dinil'al cut-
lIn --I.'pn' of I~ (Ill thl.' n))l thrn' "I.'[ln,,1 1'1.').1\\ thi .. at the p0st-illtenl"lltinll :tS5t:'ssnH,'n1. 
'1Ikll' \\!'it' 11,' ~ !t:1I1=\" in Iht' III 1111 1'1 I I It inlt·nvJl1i, III ~n III I' 1';1I1i\ipanl": "\'()rill~ :lhll\'t' Ilk 
\lini\;lll.lIl-ptl "ill'" tlf -C Pil Ilh .... \1 ;lI1d ..:imibrh 11(1 \\1;lI1gt·,;,; fflr l'itl1l'r dl'))J'l'S~i(\n or 
11(1\', ,'\ I..r. ;t fir":l ":h'I' It 1\\ ;Ird..: ;t":";t'"in:; \\ hi\.h p:1I1il. ip:mts helll'fill'd most fWIll 11ll' 
('I )' ::H\III'~ \\;1" I,. \ ('1111';lll Ih,' iml'''''\ "l1k111 ,·f 1'.1I1ilipalll" "h,· had initi;\l1~ ..:\'on:d al'I'\l' 
tIll' dinil.·;d llit-off ":l(ln:~ (Ill l'ithl'r thl' nDI ill' Ilw ~.\I (:'\=9), \yith thO~l' p:lJ1i('ip:mts \\ ho 
had ,,:\·pn .. d bd.,\\ tIlt' dini\alt'u\-nlf 011 I'plh ("= I II) ('lIl1tnll ~rollP IX1I1icipant<; l(\ukl not lx' 
illl.\lIdt'd a~ thl'~ had 1101 hl'l.'n m;ltdlt'd :tppropliatdy for thi~ an:llysis, 
\ h-an nPl .lIld ~. \1 SI.·Nl"'; fill' p;lI1itip~ults .1hoH· and hl'lo\\ clillil'~,1 ('lIt-()rf~ ~U\' 
shown in T:tI'le (1,9, ~lIrnmar~ n"~lIlt~ of the rept'ated measlU't:'S ...\:'\"O\'.\s for EDT and s.\I 
":\(\\\''': arl' ~llI\\\n in Tahk (I. III, 
Thl'J'l' ":tS :tn improH'ment pf h, <) point" in tht." lllt."an BDI scort:'. and~, 9 points in tht." 
Ilwall ";\1 ~I.·(lrl' h('!\\t-l'n prt:'-intt:'n't'ntilln .mel post-inll.'rH·ntion :lSst'SSllll'nt" for paJ1j('ip~Ult:-; 
:lhn,"\.' cJjnical,,'lIt-off s('On's, Both EDI al1d s.\1 Int'an SCOH'" droppt."d clost." to the dini('aJ 
('1I1-o,l "t'('rl'~ at thl' pp..:t-inll'n·l·nti o \1 ;\-;"1."';"111\'111, "ilh Illl' " \1 Illl'an SI.'()H' dr\lpping bl'lp\\ 
tht' diniGll ('ut-"llf ~lt the: follow-up asst'ssnll'nt. Thl' mt':Ul imprm't'I1lt'nt for thost' paJ1icipants 
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7 Discussion 
7.1 Overview 
This section begins by summarising the main results of this study, and detailing the 
principal methodological problems of the evaluation conducted. An outline of the wider 
implications of the treatment effects is presented, and an attempt is then made to understand 
some of the processes which might ha\'e facilitated the therapeutic benefits gained from 
attending the CET groups. Clinical and research implications are then discussed in the context 
of future plans to continue running the CET groups at the NSIC. 
7.2 Summary of main results 
7.2.) Implementation 
The first aim of this project was to develop the CET intervention. and this has been 
described in section 3. The second aim of this project was to determine whether it would be 
possible to implement this intervention as a standard component of the rehabilitation 
programme at the NSIC. Proactive strategies were therefore employed to increase the 
involvement of other rehabilitation staff in the project and enhance patient participation in the 
groups. The CET groups were successfully incorporated into the rehabilitation programme. 
The procedure established for liaison and communication with other professionals was very 
effective. leading to a high degree of interest and collaboration from other rehabilitation staff 
and very few schedule conflicts throughout the three groups. 
A high level of patient participation was also achieved. providing further evidence of 
the success of implementing the intervention. Thus 75% of patients who were invited 
attended the CET group. and the average attendance rate was 5.4] of seven sessions (77o/r). 
with 85% of participants attending five or more sessions and successfully completing the 
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treatment. This compares vel)' well with reports in the literature of previous attempts at 
running group-based interventions for people with SCI. For example, Roessler et al. (1976) 
report 60% - 80% attrition rates. Cimperman & Dunn (1974) report an average attendance 
rate of about 25o/c. and even Craig et al. ( 1997) report only a 70% average attendance rate in 
their carefully conducted cognitive-behavioural groups for SCI patients. 
7.2.2 E \'aIuation 
The third aim of this project was to empirically evaluate the efficacy of the CEf 
intervention for impro\'ing psychological adjustment. increasing adaptive coping and 
reducing maladaptive coping in people with SCI. Demographic data collected indicated that 
both intervention (N= 19) and control (N= 19) groups were representative of the general SCI 
population. Intervention and control groups were well matched in the range of demographic 
variables obtained. including age at injury. gender and level of injury. Although there were 
significantly more complete injuries in the control group. there were no differences in levels 
of functional independence between the groups. 
Most (74%) participants had been injured for between 12 and 18 weeks at the first 
assessment. and there was a wide range in the level of dependence. between almost fully 
dependent to high levels of independence. The mean pre-intervention scores placed both 
groups within the mildly depressed and mildly anxious ranges, but nearly half of participants 
in each group scored above the clinical cut-off scores for depression and anxiety, which was 
higher than expected for the general SCI population (Kennedy, 1995). Intervention and 
control groups were well matched in pre-intervention measures of time since injury. 
functional independence. number and satisfaction with social supports, depression. anxiety, 
and the use of all the coping strategies measured, except for 'religion' and 'humour' which 
the intervention group used more. 
There was a marked drop in the intervention group mean BDI score following the 
CET intervention. which lowered it well into the non-depressed range. A significantly greater 
reduction was found in the mean BDI score of the intervention group compared to the control 
group. The improvement in the BDI score of the intervention group took place between pre-
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intervention and post-intervention assessments, and was maintained at the follow-up 
assessment. Similarly, there was a considerable drop in the intervention group mean SAl 
score following the CIT intervention. again lowering it into the non-anxious range. A 
significantly greater reduction was also found in the mean SAl score of the intervention 
group compared to the control group. Most of the improvement in the SAl score of the 
intervention group took place between pre-intervention and post-intervention assessments. 
and this was maintained at the follow-up assessment. These results are evidence that the CIT 
intervention was effective at improving psychological adjustment to SCI. 
There was an increase approaching significance in the SPS Total AB-negative score 
of the intervention group. with the largest contribution to this coming from improvements in 
the 'Not Lonely/Lonely' subscale. Thus participants' perception of 'as I am now' had come 
closer to their perception of 'as I \vould be without the injury'. and this suggests a trend 
towards an improvement in self-concept over the observation period. Total AB-negative 
scores were strongly correlated with SDI scores at each assessment time. 
The coping strategies employed by the intervention group participants did not change 
significantly compared to control group participants as a result of the CET intervention, and 
there was no evidence of a greater increase in the use of adaptive coping strategies. or greater 
reduction in the use of any of the maladaptive coping strategies, in the intervention group 
compared to the control group. However. the intervention group did maintain a high 
'Acceptance' COPE subscale mean score throughout the observation period relative to an 
almost significant decrease in that for the control group. suggesting that the CET intervention 
may have had a beneficial effect with regards this adaptive coping strategy. 
The participant evaluation of the CET group was very positive, with most (79%) 
participants saying they had found the CIT group helpful in making the consequences of the 
injury more manageable. The interaction with other participants was perceived as the most 
valuable aspect of the groups, and the qualitative data obtained was categorised into the 
themes of i) communicating with other patients, ii) normalisation, iii) learning from others. 
and iv) improved social support, Thus participants reported that the opportunity to share 
experiences with other patients had been an important normalising experience which had lead 
to reduced feelings of despair. and had given them hope and courage to cope with the 
67 
consequences of the SCI. Participants also described how they had discovered what were 
both helpful and unhelpful ways of coping with the injury from listening to and observing 
other participants in the group, as well as discussing the realistic social problem scenarios. 
Although some of the specific skills taught were appreciated, most participants remarked that 
much of the didactic material was "common sense" but said that this had nonetheless been 
valuable in reinforcing their confidence of being able to cope with the consequences of the 
injury and enhancing their perceived sense of being in control of their lives. 
The post-hoc comparison between participants who had initially scored above either 
of the clinical cut-off scores for depression and anx.iety and participants who had scored 
below the clinical cut-off on both measures indicated a trend towards participants with high 
initial scores showing a greater improvement in depression than those with lower scores. 
Nonetheless. there was also a substantial improvement in the mean BDI score of participants 
below clinical cut-off scores. suggesting that they also gained some benefit from attending 
the CET group. 
7.3 Methodological concerns 
7.3.1 Sample 
Intervention group participants were recruited on the basis of their wish to participate 
in a CET group and in the associated research, and this selection procedure has an inherent 
risk of bias (Kalton, 1983). For instance, these patients may have been more eager to find 
ways of improving their adjustment to the injury, and the gains achieved relative to control 
group participants may have been associated with this and be less generalisable than 
ex.pected. However, all patients who met the research criteria and were available at the NSIC 
over the period of research were invited to attend a group which, together with the high 75% 
uptake and the detailed matching of intervention and control groups, reduce the likelihood of 
any such effects. A fully randomised controlled trial would of course be an improvement on 
both the selection and matching procedures used in this study. 
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As described in section 5.6, individual treatment from a clinical psychologist was 
available to all patients as part of the standard rehabilitation programme offered. with the 
criteria for offering clinical psychology input and the clinical psychology resources available 
being the same for intervention and control groups. Unfortunately information regarding 
such input was not available for all participants. Although on average the same number of 
intervention and control group participants would have received similar psychological input, 
this remained a significant possible source of uncontrolled difference between the groups 
which could have enhanced the treatment effects found. 
7.3.2 Assessment 
The researcher completed all the assessments and run two of the three CET groups. 
This may have introduced a bias in the responses given by participants to the questionnaires 
and to the verbal evaluation of the groups. In particular it may have been difficult for 
participants to be critical of the CET groups in their feedback. though the richness of the 
positive remarks obtained is unlikely to have been entirely the product of such a bias. A 
further effect of this could have been that some patients who did not want to participate in the 
research may have decided to forsake the opportunity to participate in the CET groups, 
although it was always made clear that people could attend the groups without participating in 
the research. On the other hand, the process of being asked about possible difficult 
experiences during the initial assessment seemed to have the additional function of 
strengthening the relationship with the researcher, and may have helped engage some 
participants in the CET intervention. 
The as yet unknown reliability and validity of the SPS are obvious limitations of this 
measure and of the value of results obtained using it. Similarly. the lack of SPS scores for 
the control group makes it impossible to determine whether the changes found in self-
perception were treatment effects. Although these limitations were recognised from the 
beginning, this measure was nonetheless included as a further means of exploring the effects 
of the CET intervention. 
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7.3.3 Treatment 
All the CET groups were conducted closely following the protocol described in the 
treatment manual (Appendix C), and although the researcher did participate as an observer for 
the whole of Group 1, and the Consultant Clinical Psychologist observed one of the sessions 
of Group 3, adherence to treatment was not explicitly assessed in this project. The different 
conductor for Group 1 and Groups 2 and 3 may have had an effect on the treatment offered 
to different participants. No treatment effect differences were however found in the outcome 
data obtained for participants in Group 1 and Groups 2 and 3 (Appendix E), suggesting that 
the identity of the conductor was not a dominant factor in determining outcome. 
7.3.4 Process 
A key question which must be asked is whether it is ethically justifiable to inquire into 
patients' distress only a few months after a major traumatic experience for the purpose of 
clinical research. Such an inquiry may in itself bring about considerable. and possibly 
unwanted. change in the person's perception of themselves and the injury, for example by 
disrupting a degree of protective denial which might be present. This was carefully 
considered prior to submission to the ethics committee and a number of safeguards were 
employed. Thus. patients were offered the option of attending the CET groups but not 
participating in the research, assessment interviews were tenninated at any signs of distress. 
and other professionals involved in the person' s care were contacted if such situations arose. 
In the event. one person did start to become distressed during the initial assessment. which 
was immediately terminated. This person then chose to attend the CIT group without further 
participating in the research, and later informally reported finding it very useful. 
A further consideration was the potential impact on the researcher of being exposed to 
participants' traumatIc experiences and distress. My views about the consequences of spinal 
cord injury have certainly had to be radically reconsidered, and the project has offered me an 
inspiring and often humbling experience of people's capacity to live through severe trauma. 
Supervision and support was available at all times during this project. 
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7.4 Therapeutic processes within the Coping 
Effectiveness Training intervention 
Participation in the CEf group brought about important reductions in levels of 
depression and, to a lesser extent. of anxiety. although probably few individuals would have 
shown clinically significant gains using stringent psychotherapy research criteria. These 
changes do represent significant improvements in the psychological adjustment of 
participants to the SCI. The ameliorated level of distress during hospital rehabilitation in itself 
represents a very valuable gain for these people. It is also important to recognise the possible 
indirect effect of such an improvement on other aspects of the rehabilitation process, with a 
number of studies showing an association between levels of psychological morbidity during 
hospitalisation and the quality of the rehabilitation achieved (Malec & Neimeyer, 1983: 
Lawson. 1978). A number of participants made comments suggesting this was happening. 
such as one person saying he had began to engage in his physiotherapy with renewed vigour 
to accomplish the impro\"ements he had seen another participant with a similar injury achieve. 
The CET intervention did not significantly change the adaptive or maladaptive coping 
strategies which participants reported using. as measured by the COPE. This is surprising' 
given the strong association established by previous research between the coping strategies 
employed and psychological adjustment to SCI (Reidy et al.. 1991; Kennedy. 1995). The 
results of this study therefore seem to indicate that, even when psychological adjustment to 
the injury is improved, it is difficult to change the coping strategies which people report 
using. A number of possible explanations can be put forward for this finding: 
I. There is an ongoing debate in the literature on whether dispositional (,trait') or situational 
("state') coping is being measured by different instruments (see Zeidner & Endler, 19%). It 
is possible that the minimal changes found in the COPE scores were a result of the 
insensitivity of this measure to certain aspects of coping. Thus it may be that the CEf groups 
did have an effect on situational coping, associated with the improvements in depression and 
anxiety which were found, but this was not registered on the COPE because it has a stronger 
emphasis than expected on underlying dispositional coping (Strack & Feifel. 1996) which is 
more likely to have remained unchanged by the intervention. 
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2. Given that participants had remained within the relatively stable and protected hospital 
environment throughout the period of observation it may have been unrealistic to expect 
immediate changes in the coping strategies which people reported using, and treatment effects 
could be delayed. Conversations with participants suggested that the impact of the CEf 
group continued to develop even after the follow-up assessment, either through further 
discussions with other participants with whom relationships had been established or when 
trying out different coping approaches in new situations. It may be that the treatment effects 
on the coping strategies employed would only become apparent after discharge from hospital 
when using new strategies was more relevant and necessary. The converse is however also 
possible. namely that the improvements in depression and anxiety were temporary and 
possibly associated with the increased social contact with other patients. Thus, if the coping 
strategies employed had indeed not changed as a result of the intervention, the treatment 
effect on the psychological adjustment to the SCI could be temporary and possibly disappear 
afterdischarge from hospital. Clearly the short six week follow-up used is a major limitation 
of this study and only a longer follow-up. possibly up to one year after discharge. could 
resolve these questions. 
3. Some of the other findings of this study suggest that a more complex relationship than 
expected exists between coping and psychological adjustment to SCI. possibly mediated 
through the person's beliefs about disability and their ability to cope with the consequences 
of the injury (Hansen & Tate, 1984). It may be that some of these key perceptions were 
altered through attending the CIT groups, leading to improvements in participant's 
psychological adjustment to SCI, whilst leaving the possibly more dispositional coping 
strategies which participants reported using unchanged. 
Thus, the change in the Total AB-negative score of the SPS indicated a trend towards 
a reduction over time in participants' perceived change in themselves resulting from the injury 
('as I am now' compared to 'as I would be without the injury'). Although the lack of 
comparison with controls precludes conclusions regarding treatment effects, the short period 
of time over which these changes occurred and the strong correlation with the BDI scores, 
which did improve as a result of the intervention, may at least be partly suggestive of such a 
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conclusion. This suggests that there may have been changes in participants' perceptions of 
themselves in relation to disability. The 'Acceptance' coping strategy is an important indicator 
of a person's tolerance of the change which has taken place and their capacity to refocus their 
effort at dealing with the new situation (Kerr & Thomson, ]972), and the significant effect 
found in the use of this strategy may therefore indicate that intervention group participants 
maintained a greater readiness to face new challenges compared to control group participants. 
These propositions are further supported by some of the participant evaluations received 
indicating that they felt more hopeful, confident and in control in relation to their coping 
efforts after attending the CET group. Interestingly, this did not seem to be so much as a 
result of having acquired new skills, but rather through recognising that they already 
possessed the "common sense" coping skills being described in the group as being sufficient 
to cope competently with the consequences of the injury. 
This evidence, together with the clinical impressions gained from running the CIT 
groups, can be used to inform suggestions about what were the effective therapeutic 
components of the intervention. though these were of course not explicitly examined in this 
research. It seems that two principal interdependent processes, analogous to those described 
in the original CET groups for men with HIV (Folkman et al.. 1991: Chesney & Folkman, 
1994), may have contributed to the therapeutic benefits gained: 
a) Changed perceptions of disability. 
Participants' catastrophic beliefs regarding the consequences of the SCI seem to have been 
reduced, and they were more able to contemplate a future life with the injury which, although 
radically changed, was still personally satisfying and meaningful. Thus living with SCI was 
perceived as a more manageable situation after the CET groups, allowing fundamental 
feelings of hope in the future to develop and assist psychological adjustment (Trieschmann, 
1988). 
b) Improved self-efficacy in relation to coping with SCI. 
The group allowed participants to gain confidence in being able to cope with SCI, and this 
has been shown to be associated with improved psychological adjustment to SCI (Hansen & 
Tate. 1984). This seemed to happen both through gaining confidence in employing the 
"common sense" adaptive coping strategies which they already possessed and by recognising 
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that they did not need to acquire an entirely new range of coping skills to face the challenge of 
SCI. Having an internal locus of control has also been found to be associated with bener 
psychological adjustment to SCI (Morris, 1992; Frank et aL, 1987: Frank & Elliott, 1989). 
and some of the participant reports of feeling more in control over their lives are suggestive 
of the enhanced internal locus of control which may have resulted from this process. 
The promotion of these two processes was certainly one of the fundamental targets of 
the CET intervention. The content of all sessions aimed to challenge unrealistic negative 
assumptions about SCI. engender confidence in participant's ability to cope with the 
consequences of the disability. and increase feelings of being able to be in control of 
important aspects of their lives. 
It was however surprising to discover how important group processes were in 
enhancing these effects. Participants clearly perceived the relationships with other participants 
in the group as the most important component of the intervention, suggesting that the social 
interaction and social support aspects of the group were pivotal to its therapeutic 
effectiveness. This may have been more objectively reflected in the considerable weight of 
the contribution from the' Not Lonely/Lonely' subscale to the improvement in the SPS Total 
AB-negative score. This can be understood in the context of research showing that the quality 
of the social support available is a fundamental variable associated with good psychological 
adjustment to SCI (Hammell, 1994; Schulz & Decker, 1985; Judd et aI., 1991), with 
relationships that reassure the individual of a sense of self-worth, recognise capability and 
competence, and facilitate social integration being especially conducive to good adjustment 
(Elliotteta\.,1991). 
The participant feedback received indicated that communicating with other patients, 
especially about difficulties experienced and the realistic social problem scenarios discussed, 
was fundamental to the therapeutic process that took place. It seems that describing previous 
successful or failed coping attempts to the group, receiving empathic feedback from other 
participants, and listening to others' similar efforts. resulted in a normalisation of one's 
experience of SCI. These interactions also initiated a process through which participants 
discovered the "common sense" nature of the successful coping strategies used by other 
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participants, as well as the coping skills taught by the group conductor, possibly beginning to 
challenge beliefs about disability and about living with SCI. An increased sense of hope was 
instilled and the development of an improved perceived self-efficacy nurtured. This enabled 
participants to then engage more actively in a process of learning from each others' 
experiences, such as through effective role modelling, which clearly enhanced the face 
validity of information gained from the able-bodied group conductor. 
The amelioration in depression and anxiety can therefore be understood to have 
resulted from changes in participant"s beliefs about SCI and about having the perceived 
coping ability necessary to be able to continue living meaningful and satisfying lives. Group 
interactions with other participants seemed to fundamentally enhance the process of changing 
these beliefs. 
These suggestions must be tempered with caution given that these processes were not 
empirically examined in this study. and in view of the short follow-up used. Clearly the 
improved social support resulting from the group was also a contributor to the amelioration in 
distress. As mentioned. some of the relationships' established continued outside of the group 
and beyond the six week follow-up. but might have ended or be less prominent after 
discharge. If this had been the primary benefit gained from attending the CET group. one 
might expect treatment effects to disappear after discharge. 
7.5 Clinical implications 
7.5.1 Challenging views about difficulties in implementation 
A number of previous researchers have reported on the difficulty of implementing 
psychology groups for people with SCI, reflected in poor engagement and attendance rates 
(Craig & Hancock. 1994: Cimperman & Dunn. 1974; Roessler et aI., 1976). Although these 
difficulties have been partially ascribed to frequent medical complications and busy hospital 
rehabilitation schedules. there have also been suggestions that some of the characteristics of 
this client group and the primarily physical focus taken by rehabilitation staff have 
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contributed to reducing the demand for psychology groups (Craig & Hancock, 1994). The 
success achieved in implementing the CET groups at the NSIC challenges these views: 
1. The engagement, attendance and attrition achieved do not differ markedly from those for 
similar groups run for other client groups (e.g. anxiety management groups). 
2. The invaluable support of other rehabilitation staff can be obtained if careful consideration 
and due effort is initially expended on the process of incorporating the group intervention into 
the overall rehabilitation programme. Thus a process of collaboration must be established 
through frequent communication and flexible liaison, and integration into the overall 
rehabilitation programme facilitated by connecting the group to existing structures, as was 
done with the Patient Infonnation Group. 
3. Proactive efforts at engaging patients, through making opportunities available to answer 
questions. address initial doubts and begin establishing a comfortable relationship. may be 
necessary before the start of the group but can pay good dividends in improved engagement 
and attendance rates. 
7.S.2 Targeting clients 
Regardless of the uncertainty which remains about the long-tenn treatment effects of 
the CET intervention. the improvements obtained in depression and anx.iety with the 
associated lower levels of distress. together with the possible indirect beneficial effects on 
other aspects of rehabilitation. are sufficient evidence of the value of the CET intervention to 
warrant its continuation. The current plan is for a clinical psychologist to continue running 
the CET group as an ongoing component of the rehabilitation programme offered at the 
NSIC. 
An important clinical question is whether the intervention might best be targeted at 
specific clients. Participants who initially scored above clinical cut-off scores showed a 
marked improvement in depression after the CET intervention, and there was a trend for this 
to be greater than that gained by participants who initially scored below clinical cut-off 
scores. It might therefore be suggested that the intervention should be targeted at patients 
who are significantly depressed or anx.ious. 
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However, it is important to note that participants who initially scored below clinical 
cut-offs also showed a substantial improvement in depression and anxiety, and equally 
expressed an appreciation for the CIT groups in their evaluation. In fact. it seems that the 
divergence of views expressed in the sessions contributed fruitfully to the group discussion 
and was apparently found to be helpful both by participants who were and those who were 
not depressed or anxious. Thus it may be that only targeting patients who are depressed or 
anxious could impoverish the learning experience, diminish helpful peer support, and reduce 
the effectiveness of the intervention. It is therefore appropriate to continue running mixed 
groups. 
7.6 Research implications 
A recent review of the literature (McAweeney, 1996) suggests that this is one of very 
few controlled empirical evaluations of a psychological intervention for people with SCI. and 
as such is a significant contribution to the field. It has made a number of improvements on 
Craig et al.·s (1997) recently evaluated cognitive-behavioural groups for people with SCI. 
Thus, the CET intervention developed here focused on adaptive coping. rather than symptom 
alleviation, had a more explicit theoretical grounding. and seemed to allow therapeutic group 
processes to develop more effectively. Correspondingly, the improvements in psychological 
adjustment achieved were markedly better. with Craig et al. 's intervention resulting in no 
overall treatment effects, and showing improvements in depression only for participants 
above clinical cut-offs. 
A number of further research questions emerge from this study: 
a) Given the small sample siL:'!, these results must be replicated before the conclusions made 
can be generalised, possibly using a more rigorous random controlled trial. A longer follow-
up is essential to inquire into whether treatment effects are maintained after discharge. 
b) The suggestion that group processes are of primary importance as a therapeutic component 
of the intervention must be tested. A trial comparing the group-based CET intervention to a 
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similar individually administered treatment would be very interesting. A recent study 
evaluating individual cognitive-behavioural therapy for patients with SCI has failed to find 
significant treatment effects (Lucas. 1997. personal communication). 
c) Improvements could be made to the measures employed. It has been suggested here that 
changes in self-efficacy and participants' beliefs about SCI were pivotal to the improvements 
. made, and the SPS might therefore be best replaced by well validated measures of self-
efficacy, locus of control, and perceptions of disability to test these assertions. 
d) The near absence of changes in the COPE needs to be further examined. Given the 
improvements in psychological adjustment and the positive evaluation received from 
participants. it is surprising to find such few changes in the coping strategies used. The 
explanation suggesting that the COPE emphasises dispositional coping is favoured and 
should be the first to be tested. A measure which focuses more directly on situational coping 
might be used more successfully. 
There are plans to continue evaluating the CIT groups at the NSIC. and to use data 
collected to address some of these issues. 
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Section 8 
Conclusions 
8 Conclusions 
This project aimed to develop. implement and evaluate a new psychological 
intervention for people with spinal cord injul)' for improving psychological adjustment. 
increasing adaptive coping and decreasing maladaptive coping. The principal conclusions of 
this research are as follows: 
I. A group-based intervention consisting of seven 60 to 75 minute long sessions runnmg 
over four weeks was developed. It is grounded on the cognitive theory of stress and coping 
developed by Lazarus and Folkman (1984. 1988). and is an original adaptation to this client 
group of the Coping Effectiveness Training intervention developed by Folkman et al. ( 1991). 
2. Proactive strategies were used to overcome the difficulties which other researchers have 
encountered in implementing psychology groups for people with spinal cord injury. Thus. a 
good collaboration was developed with other rehabilitation staff through an attentive process 
of communication and liaison. the intervention was well integrated by linking it to existing 
structures of the overall rehabilitation programme. and much effort was put into engaging 
patients before the beginning of the groups. The positive feedback received from other staff. 
together with the good patient engagement, attendance and attrition rates achieved are 
evidence that the intervention was successfully implemented. 
3. A non-randomised controlled trial with participants from three Coping Effectiveness 
Training groups and carefully matched controls was used to evaluate the intervention. This 
consists of one of very few reported empirical evaluations of a psychological intervention for 
people with spinal cord injury (McAweeney. 19(6). The main findings were: 
i) There was a significantly greater reduction in levels of depression and anxiety In 
participants who attended the groups than in matched controls. and this was maintained at the 
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six weeks follow-up assessment. Thus the Coping Effectiveness Training groups facilitated a 
significant improvement in participants' psychological adjustment to spinal cord injury. 
ii) There was a trend towards a significant reduction in measures of the discrepancy between 
participants' perceptions of themselves with and without the injury. providing some evidence 
of an improvement in self-concept over the observation period. A strong correlation was 
found between this self-concept measure and levels of depression at each assessment time. 
Although the absence of a control group precludes conclusions regarding the source of these 
changes in self-concept. this correlation together with some of the positive verbal feedback 
received from participants. is at least suggestive that the improvement may have been 
associated with attendance at the groups. 
iii) There was no evidence of significant changes in the adaptive or maladaptive coping 
strategies used by participants who attended the groups compared to matched controls. 
These results indicate that. even \\ hen participants' psychological adjustment is improved. it 
is difficult to change the coping strategies which people report using. It has been suggested 
that this may partially be a result of the emphasis given by the COPE to dispositional coping. 
The 'Acceptance' coping strateg~ was an exception to this. with the intervention group 
maintaining a high . Acceptance' mean score re1ati\Oe to that in the control group which 
showed a trend towards a significant reduction over the observation period. 
iv) The participant evaluation of the groups was very positive. with most participants saying 
the groups had been helpful in making the consequences of the injul)' more manageable. The 
interaction with other participants was highlighted as the most beneficial aspect of the group. 
In particular. this seemed to promote the valuable processes of communication about coping 
successes and difficulties. normalisation. learning from others and improvement of social 
supports. which were reported to have lead to increased feelings of hope. confidence and of 
being in control of their lives. 
It has been proposed that these improvements in psychological adjustment can be 
understood to have resulted from changes in participants' beliefs about the implications of 
spinal cord injury and about the coping skills which are necessary to be able to continue 
living meaningful and satisfying lives. Group interactions with other participants were 
fundamental in enhancing the process of changing these beliefs. 
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Ethi cal approval 
Health Authority 1 
HO~fli!31 NHS Trusl 
-----------------------------------------------------------------------------------------------------------------------
Local Research Ethics Committee 
8 August 1996 
Dr C King 
Trainee Clinical Psychologist 
Isis Education Centre 
Warneford Hospital 
Headington 
Oxford OX3 7JX 
Dear Dr King 
Re: project NC700 - Efficacy of coping effectiveness training in 
promoting adaptive coping and improving 
psychological adjustment to traumatic spinal 
cord injury. 
I refer to your application to the Local Research Ethics Committee 
for consideration of the above project. I am pleased to inform you 
that the Committee approves the project on ethical grounds on the 
understanding that: 
i Any ethical problem, arising in the course of the 
project, will be reported to the Committee. 
ii Any change in the protocol will be reported to the 
Committee. 
iii A brief report will be submitted after completion. 
Ethical approval by the Committee is not an authority to proceed. 
You are advised to discuss your proposal with all heads of 
departments and others who might be affected, particularly if there 
are financial and/or staffing implications. 
Please note that your research may be subject to review~annually by 
the Committee. 
incerely 
to Local Research Ethics Committee 
c.c. Mr K Cunningham - Chief Executive 
Dr Paul Kennedy - Consultant Clinical psychologist 
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Information for participants and consent fonn 
H 0 S I' I T :\ L :" II S T R L· S T 
lNFORMATION SHEET 
I am a Trainee Clinical Psychologist working with Dr Paul Kennedy. Consultant Clinical 
Psychologist. in the National Spinal Injuries Centre. Hospital. We are 
currently planning to carry out a research study to improve our understanding of how to help 
people with a recent spinal cord injury adapt to the effects of their injury. 
As you may already know. the National Spinal Injuries Centre is hoping to incorporate more 
training on coping with spinal cord injury as part of the education groups. and is very interested 
in assessing the effectiveness of these programmes. The research study we are planning to 
conduct aims to evaluate these groups. In particular we would like to assess the extent to which 
they are helping participants de\elop useful coping strategies and improving their psychological 
adjustment to their injury. The information obtained from this research will be used to develop a 
better understanding of how to promote a good adjustment to spinal cord injury, and will help 
ensure the continued improvement of the rehabilitation programme offered at National Spinal 
Injuries Centre. 
I would be grateful if you would consider participating in this research study. If you agree to 
participate. this will involve meeting with me in the ward at a mutually convenient time on three 
separate occasions for about 45 minutes each time. On each occasion I will be asking you to 
complete some questionnaires about your current adjustment to your injury. 
I would like to emphasize that participation is entirely voluntary. and that any decision you make 
regarding participation will in no way affect the treatment you receive or your continued 
involvement in the rehabilitation programme. If you do decide to participate. all the information 
you give will be treated as strictly confidential. It will also be possible to withdraw from the 
study at any stage if you wish to do so. 
If you would like the opportunity to further discuss any aspects of this study, or any concerns 
you may have. then please feel free to contact Charles King. Trainee Clinical Psychologist 
(01865226431) or Dr. Paul Kennedy. Consultant Clinical Psychologist, 
Hospital. 
Many thanks for the time you have spent considering this proposal, and I appreciate that you may 
not wish to take part. Your participation. however. would be helpful in ennancing our 
understanding of these very important issues.-
Charles King 
Trainee Clinical Psychologist 
Consent Form 
Research stud,·: Efficacy of Coping Effectiveness Training in promoting adapti\e 
coping and improving psychological adjustment to traumatic spinal cord injury. 
Section 1 - To be signed by the patient . 
.... : ........................................................................................... (full name) 
of ............................................................................................... (full address) 
hereby consent to participate in the aho\e research study. 
The purpose and nature of the research study has been fully explained to me by 
( N arne 0 fin \' est i gat 0 r \ ............................................................................... . 
I have been given an Information Sheet which I ha\'e read and understood. and can keep for 
future reference. 
I understand that my participation is fully voluntary. and I may withdraw my consent at any staoe 
in the investigation without in an~ \\a~ affecting the treatment and care I am receiving. or will eo 
receive in the future. 
I am assured that the information obtained will be treated confidentially. 
If I have any further questions abollt the study at any time I can contact Charles King. Oxford 
Regional In Service Training Course in Clinical Psychology (01865226431). or Dr. Kennedy, 
Consultant Clinical Psychologist. Hospital. 
Si gned ................................................................. Dated ........................... . 
Sectioll 2 • Declaration by Investigator 
I confirm that I have explained the nature and purpose of the above study to the participant and 
that his/her consent has been given freely and voluntarily. 
Signed ................................................................. Dated ........................... . 
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Summary of the Coping Effectiveness Training 
for people with spinal cord injury 
treatment manual 
Appendix C: Summary of the Coping Effectiveness 
Training for people with spinal cord injury treatment 
manuat 
Session I begins with a brief overview of the aims of CET, and an exercise is used to 
help people introduce themselves to each other. Practical information about the group is 
given. and group rules discussed. The topic of stress is introduced as a normal response to 
demand and pressure which can be helpful in triggering coping strategies. However, when 
excessive or prolonged it can lead to stress reactions. Group participants are divided into 
pairs and asked to discuss their personal signs of stress. A group discussion is initiated on 
the ways in which stress can undemline enjoyment and goal achievement, and how stress 
reactions can be warning signs of future difficulties. The SCI as a source of stress is then 
explored by asking participants to consider in groups of three the external situations or 
events, and their internal thoughts and reactions. which contribute to their stress. This leads 
to an examination of the way in which subjective feelings of stress are influenced both by the 
reality of external e\'ents and by subjective opinions about the situation and one's ability to 
cope. A brief overview of cognitive theory of stress is then offered, with emphasis on 
describing the appraisal and coping processes. Homework consists of asking participants to 
further note their personal signs of stress. the ways in which these interfere with their lives, 
and the situations which especially trigger them. 
Session 2 begins by emphasising the importance of a detailed and realistic appraisal 
of stressful situations for choosing the best coping strategy. The overwhelming nature of 
complex aggregated stressors such as the SCI is discussed. These must be broken down into 
smaller specific stressors in order to focus coping efforts and facilitate effective coping. 
Participants are demonstrated how What, Who, Where and When questions can be used to 
achieve this. and advised to avoid Why questions which tend to lead to unhelpful 
speculation. The group is divided into two to practise breaking down typical global stressors 
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arisin"g from the SCI into more manageable concrete stressful situations. Participants are then 
introduced to the topic of assessing changeability. either in external aspects of the stressful 
situation or in their emotional reactions to the problem. An exercise is carried out with the 
whole group in which assumptions about lack of possible change in important aspects of 
their lives (e.g. mobility. work. discharge date, social isolation) are challenged. Adaptive and 
maladaptive coping is then described in terms of a realistic appraisal and a good fit between 
degree of changeability and the problem-focused or emotion-focused coping strategies 
employed. Homework consists of continuing to explore the various stages of the process of 
establishing realistic goals for coping. 
Session 3 teaches a six step model of problem solving (based on D'Zurilla & Nezu, 
1982). Each participant is issued a card with a realistic problem scenario and. in tum. asked 
to apply the problem solving strategy to the situation. Some of the problem scenarios used 
are: 
i) You are with a friend in a restaurant. The waiter asks hi mlher what YOll would like to eat. 
ii) You are putting the \\ hee1chair into the car and a passer-hy insists on helping (almost 
scraping the paintwork). 
iii) You arc shopping. A small child runs up to you and asks "What's wrong with you?" The 
child's mother then runs up and drags the child away. 
iv) A friend has invited you to a party. you are enjoying yourself. Half-way through the party 
you have a bladder accident. 
v) Your family members are always trying to do everything for you. 
Discussions are initiated on topics such as the effects of such situations on emotions and self-
esteem. people's right to choice and autonomy. assertiveness, the dependence-independence 
dimension. and social isolation. 
Session 4 begins with a group discussion about typical emotional reactions to SCI, 
such as low mood. anxiety and anger. The interaction between thinking, feelings and 
behaviour in cognitive models of depression and anxiety is then outlined. The importance of 
finding effective ways of preventing the undermining of confidence and control which can 
ensue is emphasised. Having a balance between pleasant, neutral and unpleasant activities in 
one's life is suggested as a way of avoiding depressed mood. and a discussion is initiated on 
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difficulties in achieving this. Negative assumptions about "not being able to do anything 
enjoyable anymore" are challenged in a group exercise in which a long list of typical leisure 
activities are shown on overheads and participants are asked whether the SCI prevents them 
from engaging in these activities. A discussion is initiated on adapting leisure activities and 
learning new ones. Activity scheduling skills are taught, and participants are asked to engage 
in three pleasant activities before the next session. Relaxation training is then introduced, and 
auto-hypnotic relaxation skills taught with the help of an audio-tape especially developed for 
working with SCI patients(Kennedy. 1997). A copy of the tape is given to all participants. 
and they are encouraged to use it before the next session. 
Session 5 begins by describing the possible links between negative assumptions and 
beliefs and negative thinking and emotions. A number of characteristic negative assumptions 
are described. such as .. I should not make mistakes and should be competent at all times", .. 
It is better to risk challenges than to risk failure" and "The world ought to be fair", and a 
group discussion initiated on the effects of such assumptions. A range of common negative 
automatic thoughts in patients with SCI. such as "I can't cope with this" and "I will never 
enjoy anything again". are used to describe the effects of negative thinking on emotions, and 
the importance of chalJeneoin2 irrational thinkin2 emphasised. Skills for challenoin o irrational 
.... ~ e- e 
thinking are taught. including recognising and exploring the effects of negative thoughts. 
seeking evidence for and against the thoughts. and exploring alternative more realistic and 
constructive explanations. In pairs. participants are asked to practice some of these skills with 
negative thoughts they have experienced recently. Homework consists of further noting the 
relationship between thinking and emotions. 
Session 6 is used initially as an opportunity to review all the work done up to now 
and elicit any new questions or comments from participants. Open discussions are again 
initiated on key themes such as the emphasis on realistic appraisal. the importance of actively 
confronting problems, challenging irrational negative assumptions, and the evidence in 
support of being able to establish meaningful fulfilling lives after SCI. The topic of 
individualised flex.ible coping is introduced by describing a range of commonly used coping 
strategies. such as acceptance. positive reframing. active coping. social support. religion and 
humour. Different people favour different strategies at different times, and the importance of 
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continuous reappraisal is described as a way of maintaining effective coping within changing 
contexts. Examples from different stages in the rehabilitation process. such as bed rest, active 
rehabilitation and discharge into the community, are used to examine this. Research 
indicating the association between specific maladaptive coping strategies (behavioural and 
mental disengagement, denial, expressing extreme emotion and using alcohol and drugs) and 
future depression and anxiety is then used to discuss the effects of these strategies. and a 
group exercise used to elicit alternative coping approaches. Homework consists of asking 
participants to assess the coping strategies they typically use. and consider whether they are 
adaptive or maladaptive. 
Session 7 focuses on the importance of social support in helping long-term 
adjustment to SCI. The differences between aggressive. submissive and assertive behaviour 
are described. and in pairs participants are asked to discuss different possible responses to a 
further series of realistic social problem scenarios. A group discussion is initiated on the 
difficulties of being assertive. and people's social rights and responsibilities. such as freedom 
of opinion. choice and autonomy. examined in this context. The importance of establishing 
and maintaining supportive relationships to facilitate adaptive coping v.ith the consequences 
of SCI is then highlighted. The different possible functions which can be- served by social 
support are examined. namely providing information and advice. tangible support and help or 
emotional support. The stages of choosing. obtaining and maintaining appropriate social 
support are explored using participants' examples of important sources of social support for 
them. The group finishes by emphasising that participants do have the skills necessary to 
successfully tackle the challenges of the SCI, and by further highlighting evidence in support 
that an enjoyable. meaningful and well adjusted life after SCI is the norm. 
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SELF-EVALUATION QUESTIONNAIRE 
Developed by Charles D. Spielberger 
10 ,l'i1atlorall0n .... Ilh 
R. L. Gor~uch. R. Lu\ht.'nt.'. P. R. Vagg. and G. A. h.:obo; 
ST.'\1 form y., 
:\ame _________________________ Date _____ S __ 
Age ____ Sex: \,1 __ F __ T _ 
DIRECTIONS: A number of statements which people have used to 
describe themselves are gi\'en below. Read each statement and then 
blacken in the appropriate circle to the right of the statement to indi-
cate how you feel right no\\, that is, at this moment. There are no right 
or wrong answers. Do not spend [00 much lime on anyone statement 
but give [he answer which seems [0 describe your present feelings best. 
l. kcl callll .............. . 
.) fed Sl'( II J'l' 
-I. 1t-l'1 ~I Lli Iwd 
.J. ItTl at t'd~l' 
Ii. led llp~t'l 
tn·1 Irightt·IH·d 
1 II. 
II. fl'e\ sdf-conhdl'1l1 
I ~. 
I :·L I amjillt.'n 
1-1. I fel'l indccisin' 
I~. I am relaxed 
) 6. J kd content 
Ii. I am worried 
Itl. fcclconfuscd .............................................. . 
I ~I. feel steady 
20. I f' I I el' peasant ............................................... . 
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-
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22. I hold off doing anything about it 
until the situation permits. 
23. I try to get emotional support from 
friends or relatives. 
24. ! just ~ive u? trying tc reach rn7 goal. 
25. I take acditiona1 actic~ to try ~o get 
rid 0: the procle~. 
26. I try ~o lose myself fo~ a ~hile by 
drinking alcohol or taking drugs (or 
would. like to). 
27. I ref~se to believe ttat it has happenec. 
28. : let. feeli::gs out. 
23. _ ~ry t.o see it. ~n a differe~t. l~~~~, 
t.o make It see~ more positive. 
I talk to so~eone Who coulc 
CGncre~e a~ou~ the pro~le~. 
SC!T.e::-:.ing 
3:. : sleep more t.~a~ us~al . 
-.. 
- "":: . 
up 
c. ::..:. l: :. €: .:: e s .s =. !" :l 
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~ "-. - -tr-.:.1C _ ~~ has~'t really h~ppened. 
sure not. t.o make matt.ers worse by 
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42. I try hard to prevent other things from 
interfering with my efforts at dealing 
with this. 
43. T watch TV , to think about it less. ... 
4~. I accept the reality cf the fact that it 
happened. 
45. I ask peop~e w!-!c :-1'::' ~le haC. s:'milar 
experiences ". ."- - ~ w"lC. __ t~e~" did. 
~ ~ 
-=eel a lot of e:no::icmal distress and .. c . .-
I find myself expressing those feelings 
a lot. 
47. I take dire::t. ac.:.icn to get around 
the problem. 
A >: , try to f i:-!c c::m: on: i!1 m~l religion. "= ..... -
':::. T force myse:!.f to t • - ; - for the right "': ~ . ~::.-\,.. 
~o co somett':ng. 
-
.,. 
- -
Sl. ' rec.uce t:;e a,"no~:-":. c= e=fcrt: I'm 
putting intc sc~v~~g the prcb:e~. 
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time 
5/. _ act as t~o~g~ i.:. hasn'~ even happened. 
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::. I... c:. Lime. 
)~. : learn sc~e::hinq frcm t~e experlence. 
6~ _ pray more than us~al. 
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Appendix E 
Differences in outcome between 
Group 1 and Groups 2 & 3 
